Criteria for selecting children for speech therapy in the public schools by Driben, Margo & Rubin, Lillian B.
Boston University
OpenBU http://open.bu.edu
Theses & Dissertations Dissertations and Theses (pre-1964)
1961
Criteria for selecting children for
speech therapy in the public
schools
https://hdl.handle.net/2144/24391
Boston University
BOSTON UNIVERSITY 
SCHOOL OF EDUCATION 
Thesis 
CRITERIA FOR SELECTING CHILDREN FOR SPEECH 
THERAPY IN THE PUBLIC SCHOOLS 
Submitted by 
Margo Driben (BA~ Boston University, Boston, 1961) 
" 
Lillian Rubin (BAE, University of Florida, Gainesville~ 1961) 
In Partial Fulfillment of Requirements 
for the Degree of Master of Education 
i 
ii 
·====-·::::.-:: ___ ===,.,---="'-'=-~-~~---O.c:·=-:==--==-~.::.:=.:..''-'""=-· :c: ;.::==="':.= ·.-. 
I 
First Reader: Dr. Wilbert L. Pronovost 
Professor of Speech and Hearing Education 
Director, Speech and Hearing Center 
Second Reader: Dr. Albert T. Murphy 
Professor of Speech and Hearing Education 
TABLE OF CONTENTS 
CHAPTER PAGE 
.1 I. 
II. 
III. 
IV. 
INTRODUCTION. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Purpose •...... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .2 
Justification. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3 
Scope . ....... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .6 
REVIEW OF LITERATURE. • • . . . . . . . . • . . . . . . . • . . .. 
Selection of Cases For Articulation Therapy. 
Prognosis .................................. . 
• • 8 
.19 
.27 
PROCEDURE . .......••...•.•...••....•............•. 34 
R.ESULTS . ....•••...•.•.•••••.••.... .37 
Results of Pilot Study Interviews. .37 
Questionnaire Form .. .... . . . . . . . . . . . . . . . . . . . . . . . . .50 
Results of Questionnaire. .51 
Supplementary Materials and Comments. .105 
V. SUMMARY AND CONCLUSIONS ...••.•.•..•.....•.....•. l08 
VI. 
Summary ...•. 
Conclusions. 
Limitations. 
Suggestions 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . 
for Further Research. 
.108 
.114 
.117 
.119 
BIBLIOGRAPHY. . . . . . . . . • . . . . • . . . . . • . . . . . . . . . . . .... 120 
BOSTON UNIVERSITY LIBRARIES 
iii. 
CHAPTER I 
INTRODUCTION 
"As in all professions, success in teaching 
rests upon adequate preparation, good judgment 
which helps one to ferret out the best decisions 
to satisfy given needs, intellectual curiousity 
which motivates one to find answers to questions 
as needed and a strict code of ethics which 
demands, without compromise, one 1 s best to the 1/ 
children, their parents and to one 1 s colleagues." 
However, we must realize that teaching is a dynamic 
process and that good answers to questions are not always 
acceptable or applicable at a later date, at a different 
place, or with different people. But this should in no way 
~ excuse one from asking pertinent questions or from finding 
the best answers to meet specific conditions. 
Although the authors realize that the public school 
speech and hearing therapist, perhaps even more so than 
other teachers, cannot be expected to delineate exact 
methods and criteria which they are using in specific 
situations; the following paper is being written with the 
intellectual desire to find as much uniformity as possible 
in criteria for enrollment in therapy programs to further 
aid the speech-defective children in our schools. 
1/ "A Philosophri for the Beginning Public School 
Speech Correctionist, 1 Marjorie Burkland, Unpublished 
Paper, (March, 1957), p. 1. 
The problem of having more cases than can be handled 
is a familiar one to every speech therapist and grows more 
and more complex as the awareness of defective speech 
increases among our population. Since the selection of 
certain cases among all of those defective must inevitably 
be made by each therapist, a question has arisen as to 
what criteria for selection have been formulated and put 
into use by these people. Little has been written on how 
therapists are actually selecting their cases and this in 
turn leaves a great deal of the responsibility to the 
individual therapist who must rely on her own common sense 
or her own discretion with each speech case. As one author 
summarizes this problem: 
"The public school clinician is frequently 
caught.between Scylla and Charybdis. A limited 
amount of time is available for the remedial pro-
gram; yet she is confronted with the needs of a 
multitude of speech-defective children. If she 
is to avoid a watered-down ineffective program, 
a selection must be made, but the basis for a 
selection has not clearly been established."]/ 
STATEMENT OF PURPOSE 
The purpose of this study is to discover some of the 
criteria which are used by present-day public school 
therapists as a basis for selecting children with speech 
..v N.D. Steer, Hazel G. Drexler, "Predicting Later 
Articulation Ability from Kindergarten Tests," Journal of 
Speech and Hearing Disorders, Vol. XXV, (November, 1960}, 
::. p. 391. 
: 2. 
and hearing problems, once located. 
JUSTIFICATION 
The problem of selecting children with speech difficul-
ties has never been clearly analyzed in speech and hearing 
literature and there is little known at the present time 
about the criteria used in selection of these cases for 
enrollment in the therapy program. Decisions seem to be 
related to the individual choice of the therapist, the school 
system in which he or she works, the caseload, and/or the 
speech-defective child himself. 
The U.S. Office of Education-ASHA study of public school 
speech and hearing therapists and their procedures in regard 
.v 
to a number of topics, did not consider this important topic. 
' 
' However, when in a study of speech survey methods, Vanetta: 
R. Suydam asked one general question on criteria used by the 
therapist, no pertinent information was uncovered. She re-
ports, "Perhaps few clinicians can answer such a question def-
initely since they have not determined the exact basis for y 
rating students." Many therapists answered that they used 
l( National Survey of Public School S~eech and Hearing 
Services, Unpublished results of a researc project of the 
American Speech and Hearing Association, conducted through 
Purdue University on a grant from the United States Office of 
Education. 
El Vanetta R. Suydam, "Speech Survey Methods in Public 
Schools," Journal of Speech and Hearing Disorders, Vol. XIII, 
1948, Pp. 51-54. 
:; 
3. 
their own "common sensert or discretion in deciding which 
children needed therapy. There were a wide variety of answers 
pertaining to criteria used in surveying students and the 
author points out that the determination of criteria to be 
used in judging the speech of any student is one of the most 
difficult problems in organizing and conducting a speech 
.v 
survey. 
One of the difficulties encountered by the therapist in 
making her decision is the lack of normative data to whichshe 
can compare the performance of the child. Thus, the decision 
is left to the particular tester and how she judges individual 
g/ 
sounds to be deviant or normal. 
: 4. 
Though some prognostic studies have been done dealing 
only with articulation disorders, the area is still relatively 
3/ 1 
unexplored. In 1952 Pettit- evaluated the predictive efficien-: 
cy of a battery of speech diagnostic tests used with a group 
of five-year old children and found that the results of the 
tests did not correlate with actual articulation development . 
.!/ Ibid. 
5/ James F. Curtis, S~eech Handicapped School Children, 
(New York: Harper Bros., 19 6), p. 99. 
V Calvin W. Pettit, "The Predictive Efficiency of a 
Battery of Articulation Diagnostic Tests," Speech Monograms, 
Vol. XXIV, #3, (August, 1957), p. 226. 
"" 11 Carter and Buck, however, in a study of prognostic testing 
among first grade children, found a high percentage of those 
children who show an ability to correct or modify articulation 
errors after stimulation will achieve normal articulation 
2/ 
without therapy. Farquhar's- imitative and auditory discrim-
ination tests supported Carter and Buck's emphasis on stim-
utability as a prognostic clue, and also indicated that 
children with severe misarticulations had poorer speech sound 
discrimination ability as compared with children with mild 
misarticulations. In addition to imitative articulation and 
.v 
auditory discrimination as prognostic factors, Dexter further 
elaborates on prognosis: 
" •... it appears that children with many mis-
articulations in proportion to their chrono-
logical age, who have poor sound discrimina-
tion, poor auditory and visual discrimination, 
reading readiness tests, low normal intelli-
gence and come from lower socio-economic 
groups are poor risks for acquisition of 
normal articulation through maturational 
processes alone." 
11 Eunice Carter & McKenzie Buck,"Prognostic Testing For 
Functional Articulation Disorders Among Children in the First 
Grade," Journal of Speech and Hearing Disorders, Vol. XXIII, 
(May, 1958), p. 133. 
Y Mary Stuart Farquhar,"Predictive Value of a Battery 
of Imitative Articulation & Auditory Discrimination Tests in 
Speech Development of Kindergarten Children," Doctoral Dis-
sertation, Boston University, 1958 . 
.V Ervin Brownell Dexter, "A Study of the Speech Devel-
opment of Primary Grade Children in Relation to Certain Per-
ceptual, Intellectual, and Sociological Factors,n Unpublished 
Doctoral Dissertation, Boston University, 1961. 
Nevertheless, the results of these predictive studies have 
never been organized and validated into standard diagnostic 
tools for speech therapists to use, and clear-cut criteria 
derived from these results have not been established. Van 
Riper and Irwin sum up the situation by pointing out that if 
many of the tests could be worked into a screening test and 
then validated, public school therapists would not be over-
burdened with the load of cases that do not actually need 
therapy, and they would have more time for the cases that 
actually need him most. At this time, unfortunately, no such 
diagnostic device exists, and so the therapist must rely on 
1/ 
his own judgment and use of diagnostic clues.-
SCOPE 
The authors' hope to assemble criteria used by therapists 
by means of the questionnaire type of survey. The question-
naire used in this study was sent to 110 public school speech 
and hearing therapists in the United States, chosen from a 
selected sample of the members of the American Speech and 
Hearing Association. 
: 6. 
Within the questionnaire are included questions regarding 
all of the fundamental criteria that might be used or practiced; 
by the public school speech and hearing therapists in selecting: 
!/ Charles Van Riper and John Irwin, Voice and Articula-
tion, (New Jersey: Prentice Hall Inc., 1958), Pp. 66-67. 
. 7. 
cases of the various disorders for enrollment in their therapy 
programs. The information used to formulate the final question-' 
naire was obtained by investigation of literature related to 
the subject, and personal interviews with fifteen speech and 
hearing therapists in the New England area. 
-~ 
CHAPTER II 
REVIEW OF '!'HE LITERATURE 
"The number of speech handicapped school 
children in our country, approximately 
two million, make up our largest group 
of exceptional children. And yet, though 
there has been considerable awareness and 
progress with these children, figures 
have been found to indicate that scarcely 
more than one out of six speech handicap-
ped children is receiving speech instruc-
tion. n 1J 
Thus the process of selecting the child for therapy in the 
schools creates a problem for the speech therapist, and a 
major portion of this difficulty stems from the lack of time 
to work with all the children with speech deviations. In 
various states requirements or recommendations have been set 
up to control the size of the case loads in the schools, auth-
orized by the state departments of education. Ohio sets its 
case load at 75 pupils, Oklahoma limits it from 75 to 100, 
y' 
and Texas sets it at 100. According to reports from the 
Massachusetts Department of Education, requirements for case 
load are still in the process of being formulated, and in 
Curtis et al., ~cit., p. 2 
y 
Ruth Beckey Irwin, S~eech and Hearing Therapy, (New 
York: Prentice Hall Inc., 195 ), p. 26. 
8. 
addition there are a number of other states where the therapist: 
is free to select the number of cases to be included in the 
.!/ 
therapy program. According to Irwin, not over a hundred 
cases should be included in the therapists' program at any 
5I 
time. Van Riper feels that the therapist should not risk 
her chances for success with some children by taking on a 
large caseload, thus reducing her chances of helping the 
.v 
children who need her most. Yet, a recent national survey 
of 705 speech therapists showed the average caseload to be 
125.78. In this same national survey, out of the 705 persons 
sampled, it was determined that caseload selection was limited 
by various factors: forty-five per cent replied, "their own 
decision was the limiting factor;" twenty-five per cent said 
that it was the state law which determined the number; and 
twenty-three per cent stated that it was the "number of 
students with speech disorders which determined the number of 
4/ 
cases."- In any event, it is apparent that if the therapist 
.!/ Verbal report by William Philbrick, Supervisor of 
Speech and Hearing, Special Education Department, State of 
Massachusetts. 
Ruth Beckey Irwin, ~cit., p. 27. 
Van Riper, Speech Correction Principles and Methods, 
(New Jersey: Prentice Hall, 1954}, p. 56. 
~ National Survey of Public School Speech and Hearing 
Services, ~ cit. 
11 
has an overabundance of speech defective children, and a 
limited number of cases with which he can work, it is of the 
utmost importance for him to be able to locate those children 
who will benefit most from therapy. 
Undoubtedly, the specific selection of a child for thera-
PY is still not measured by determined criteria. There are 
various ways that a search for defective speech cases may be 
conducted in a school system. One is the class visitation 
method, where the therapist listens to the oral activities of y: 
the children in each class and takes note of speech problems. : 
This system is not often used when there are large schools and 
much work to be done by the therapist in a relatively short 
period of time. A method used more often is that of referral, 
usually by the classroom teacher, but the therapist may also 
rely on parents, the school nurse, or other principals inter-
ested in this problem. According to a study done on the 
efficiency of teacher referrals, Charles F. Diehl and Charles 
D. Stinnett report that "two out of every five defectives were y 
not identified by the teachers in any way. They were most 
Curtis, ~cit., p. 448. 
Y Charles F. Diehl, Charles D. Stinnett, "Efficiency of 
Teacher Referrals in a School Speech Testing Pro~ram," Journal 
of Speech and Hearing Disorders, (February, 1959), Pp. 34-36. · 
10. 
aware of articulation problems, and least aware of voice dis-
orders in the group. The total of less than sixty per cent 
accuracy shows that the teacher referral method is only effec-
tive if the classroom teacher is aware of defective speech and 
can recognize it. It is stated that the classroom teacher 
refers "only 7.4 per cent of the total number of individuals 
who might be expected to have a hearing loss.'~ This is 
another weakness of the referral method because many teachers 
have not had experience with hearing handicaps, and the same 
might be true of other types of speech disorders. Some of the 
children who might need therapy the most, may well be over-
looked in the program. 
The survey or screening method is thought to be the most y 
thorough of the methods of locating speech deviant children. 
The test is a short one, given to each individual and consist-
ing of spontaneous and directed speech. In this way, the ther-
apist can screen out those children who have difficulties 
quickly, and will not miss testing a child as might occur in 
the referral method. However, a number of decisions must be 
made when one decides to use the speech survey method. In 
y' 
Curry E. Thayer, "The Efficiency of Teacher Referrals 
in School Hearing and Testing Program," Journal of Speech and 
Hearing Disorders, Vol. XV, 1950, Pp. 211-213. 
Curtis, ~cit., p. 450. 
' 11. 
most schools, the population is so large that the therapist 
cannot hope immediately to contact all of the children. Thus, 
the issue is whether one should survey only the youngest child-· 
ren in the school or rather only the oldest children in the 
school. 
"It can be argued that .••.. the greatest 
opportunity to help the most children begins 
with thorough attention to primary grades 
with the ultimate goal of thereby graduating 
eighth graders who have had the advantage of 
speech correction. It can be argued with 
equal sincerity and documentation that child-
ren in primary grades will make some spon-
taneous improvement and that they have a 
number of years to be helped whereas upper 
grade children, if they are ever to receive 
speech therapy, must be seen at once." Y 
The decision on which of these criteria to use, can in itself 
have an important affect on the outcome of an individual ther-
apy program. 
With regard to the preceding three methods of locating 
speech deviant children, a question was asked on the National 
Survey concerning the frequency with which therapists employed 
the various measures. The results showed that 68 per cent 
used referral, 64 per cent used survey, and class visitation 
was used by 12 per cent of the therapists. These results 
show that many therapists are using the teacher referral 
y 
Burkland,~ cit., p. 3 
:t 
12. 
y 
method in spite of the weaknesses shown. However~ it was 
not taken into consideration in this article whether or not 
the therapists had previously instructed the teachers in any 
way on the various disorders and how to recognize them. It is 
to be recognized that the merits of this method would be 
raised considerably if instruction in any form is given. It 
has been stated that some therapists prefer to take cases who 
have not received any correction over the years, and therefore 
make use of the teacher referral system during their first 
year. "This serves the purpose of proving what the speech 
correctionist can do before lengthy surveys are conducted.'~ 
We have no way of knowing at this time, but this may be one 
~ of the reasons for the high frequency of the use of referral 
system in the before-mentioned study. 
Another variable in the selection of cases for therapy 
appears to be the selecting of cases according to the severity 
or type of disorder. The State of Ohio recommends that the 
therapists' caseload not be limited to the most serious cases 
since these are often slow to show improvement, while minor 
y 
National Survey of Public School Speech and Hearing 
Services, ~ cit. 
Robert West, Merle Ansberry, Anna Carr~ The Rehabil-
itation of Speech, (New York: Harper Bros., 1957), Pp. 319-320 .. : 
13. 
defects are usually corrected and removed from the caseload. 
Illinois, on the other hand, indicates that the therapist 
should select her cases from a cross-section of all types and 
y' y .v 
degrees of disabilities. Edney as well as Irwin agree 
that all children with severe difficulties of speech, (that is, 
delayed speech, stuttering, cleft palate, cerebral palsy, and 
hearing deficiencies) should receive therapy in the primary 
grades. Van Riper and Irwin, among other authors seem to be 
in general agreement in regard to therapy for the young stut-
terer. They point out that the child under the age of nine or 
ten should receive only indirect therapy, consisting of confer-
Y 
ences with parents and teachers having contact with him. If 
("', this philosophy is accepted by the therapist, one would expect 
stutterers to be excluded from the caseload in the primary 
grades. 
21 An unpublished paper has advised that 
"It is often wise, for example, to place on 
waiting lists stutterers who need psycholog-
ical support before they can profit from 
speech correction, lispers whose progress 
Irwin, ~cit., Pp. 55-56. 
Curtis, ~cit., p. 451. 
Irwin, ~ 9it., p. 146. 
Van Riper, ~cit., Pp. 319-329. 
Burkland,~ cit., p. 6. 
14. 
-----····+· 
" rests quite obviously upon orthodontia and hard-of-hearing children whose hearing is 
being reevaluated in connection with the 
fitting of new aids. Obviously, when any 
such child is put on a waiting list as far 
as actual therap1 is concerned, it is the 
responsibility of the speech correctionist 
to share and often initiate, necessary 
parent-teacher counseling.n 
Another question pertinent to the cases which one selects 
for therapy, is how the children are enrolled. Very little 
has been published on actual public school programs, which 
realistically tackle this problem of who to enroll. Van y 
Hattum reviews the Rochester school speech therapy program 
and describes the principles on which this system organized 
their program: 
"1) In early grades a selective system should 
be employed which attempts to predict which 
children have speech errors, which need active 
therapy, and which will be eliminated through 
maturation alone. 
2) Speech defects which are non-organic in 
nature and can be prevented or minimized 
through a program of speech improvement in 
primary grades. 
3) Where speech problems have not been pre-
vented, they can best be corrected through 
intensive periods of therapy." 
y 
Rolland J. Van Hattum, "Evaluating Elementary School 
Speech Therapy", Exceptional Child, Vol. XXV, (May, 1959), 
p. 412. 
i 
:f 
15. 
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"' For example, he points out that children with speech problems 
related to organic complications (cleft palate, or cerebral 
palsy) should be enrolled in the therapy program at an early 
age. He also refers to Betty Wilson Phillip's speech improve-
ment program as preventative therapy for primary grades. This 
program is presented in every first grade in Rochester, and 
because it incorporates the teacher, allows each therapist 
free time for others, while each child is receiving speech 
stimulation in the classroom. 
The Phillip's speech improvement program used in the 
Rochester School system was first developed in Indiana, based 
on the hypotheses that "a speech improvement program, (that is, 
group work done with whole classes or grades at one time aimed 
at minimizing or correcting minor defects of some individuals 
in the group), at the kindergarten level results in a greater 
decrease in the number of articulation errors on sounds in-
eluded in the program than is evidenced when no speech improve-
1:/ 
ment lessons are provided. 11 The 12 week speech improvement 
program studied showed a reduction in mean number of errors 
of children who were included in the program • 
.v Betty Ann Wilson Phillips, "Development and Evaluation. 
of a Speech Improvement Program for Kindergarten Children", 
Journal of S}eech and Hearing Disorders, Vol. XIX, No. 1, 
(March, 1954 , Pp. 4-13. 
16. 
Further evaluation of the effectiveness of speech im-
provement in place of actual speech therapy was conducted as 
a part of a research study in the National Survey of Public 
School Speech and Hearing Services. This work group did a 
study in nine school systems with well developed speech im-
.!/ provement programs and reports: 
"Although much of the information on the 
effectiveness of speech improvement was based 
on judgment, it would seem that speech im-
provement has reduced the number of children 
requiring therapy and thus in turn reduced the 
teaching load of therapists. This being true, 
implications for work of therapists are many." 
The National Survey showed that 61 per cent of those 
questioned had no speech improvement program, and 22 per cent 
reported having a program which was part of speech and hearing 
services. Nevertheless, 61 per cent of those who did have a 
program felt it decreased the number of students requiring 
therapy. 
y 
Other factors affecting the therapist's enrollment and 
selection of cases are the frequency of sessions and duration 
.!/ National Survey of Public School Speech and Hearing 
. Services, Report-Work Group on Speech Improvement. 
National Survey, loc. cit., p. 19. 
l 17. 
' l, 
of time for each. McDonald and Frick comment: 
"The practice of scheduling patients 
routinely on a once or twice a week basis 
determined by scheduling convenience, rather 
than the patient's needs is unsound.".!/ 
The Rochester School System reports on its "block" program· 
of scheduling in which a school's allotted time is concentrated 
so that the school receives therapy everyday for part of the 
school year rather than twice a week throughout the year. 
Therapists actually work with more children but say they feel 
v less burdened. 
I:1 the National Survey, 12 per cent reported having used 
the block system either at present or in the past. Eighty 
per cent, however, gave no response to a question asking the 
.v 
effectiveness of such a program. 
With the exception of the preceding statements, however, 
the writers have found no further literature discussing the 
selection of public school cases with consideration to these 
factors. In view of the sparcity of material on the varied 
.!/ Eugene F. McDonald and James V. Frick, "Frequency and 
Duration of Treatment Sessions in Speech Correction", Journal 
, of Speech and Hearing Disorders, Vol. XXII, (December, 1957)~ 
'p. 724. 
van Hattum, £E.!.. cit., p. 414. 
National Survey, ~ cit. 
18. 
disorders, it is interesting to note that the National Survey 
· showed the following mean distribution of cases according to 
',disorder: articulation--102.63; stuttering--8.05; hard-of-
hearing--3.22; voice cases--2.86; delayed speech--2.47; cleft 
· palate--2.18; cerebral palsy--1.24; bilingualism--.66; aphasia-
1/ 
.26; mentally retarded--.25.-
From these figures we might conclude that a large majority 
. of the public school therapists' caseload will include articu-
latory problems. For this reason, and because the literature 
deals primarily with the problem of selecting articulatory 
cases for therapy, the material discussed below will deal 
, exclusively with the selection of articulatory cases. 
Selection of Cases For Articulation Therapy 
As mentioned previously, the average caseload for the 
majority of public school therapists is estimated at 125.78 y 
·of which 102.63 are articulatory problems. Thus, the selec-
. 19. 
tion of these particular cases becomes the therapist's most 
important choice. Templin points out the need for the therapist: 
' 
to consider the factors which contribute to adequate articula-
tory performance--mainly, the degree of maturational influence, 
National Survey, ~ oit. 
National Survey, ~ cit. 
.and the possibility of successful completion of the growth 
1/ 
.process without specialized training.- These will be dis-
cussed below as they are related to the problem of selecting 
cases for articulatory retraining. 
According to Everhart, it is impossible to "confine mat-
uration of articulation to one single factor of growth and 
y' 
development." Speech will not develop until large muscular 
mechanisms have matured suggiciently, and the neuromuscular 
mechanisms involved are able to reproduce the finely coordin-
ated movements necessary for acceptable patterns of speech. 
Though Reid found no significant differences for elementary 
school children with and without articulatory defects in re-
~ spect to onset of holding head up, crawling, sitting, and other 
aspects of physical development, she points out that most of 
the literature confirms the idea that there are minimum levels 
_v 
of maturity requisite for articulatory ability. Van Riper 
and Irwin affirm that there is a definite relationship between y 
accurate articulation and chronological age. 
Y Mildred c. Templin, "Possibility of Research for Public 
School Therapists~' Journal of S~eech and Hearing Disorders, 
Vol. XVIII, Number 4, 1953, p. 57. 
Y R. Everhart, "Literature Survey of Growth & Develop-
mental Factors in Articulatory Maturation 11 , Journal of Speech 
and Hearing Disorders, (February, 1960), p. 59. 
l/ Gladys Reid, "Etiology and Nature of Articulatore 
-Defects", Journal of Speech and Hearing Disorders, 1947,Pp. 103-
• 115. 
' 
_--_;; 
y~ Van Riper and Irwin, E.E..:., ... cit., p. 12 
In addition, if we accept the idea that articulation re-
. sults from overall growth and development, delayed physical 
and intellectual development might impede articulatory matur-
ation. It is also pointed out that mental age must be consid-
ered in any articulatory case, and that in accepting a child 
1/ 
for therapy, degree of intelligence should be considered.-
However, Reid found no relationship between number of errors 
in articulation and intelligence when children with an intel-
.V ligence quotient of 70 or above were tested. Van Riper and 
·Irwin believe it inadvisable to enroll children with low IQ 
(70 or below) as prognosis for learning is poor and therapy 
3/ 
cannot be done thoroughly enough to ensure success.- However, 
it has also been shown that a great deal of caution should be 
. 21. 
. exercised in using the IQ to make judgments. Hawk found that 
"approximately 50 per cent of the 53 cases studied showed 
·marked advance in mental scores following medical, psychological! 
and speech treatment. The IQ advanced as much as 30 to 50 y 
points in retests within a few years." In the results of the 
Everhart, ~cit., p. 60. 
Reid, ~cit., p. 114. 
Van Riper and Irwin, ~cit., p. 45. 
Everhart, ~cit., p. 60. 
National Survey, therapists showed that the majority were using 
,scores of IQ tests, 60 per cent for diagnosis and therapy, and y 
24 per cent as aid in planning therapy. 
Accepting the premise that some degree of maturation must 
be present in all areas of development before the child is 
ready to articulate, Everhart points up the most obvious 
question: 
"Is it conceivable that many children now 
receiving articulation therapy in the early 
elementary grades would outgrow their articula-
tory defects without the benefit of formal 
training?" 5./ 
To establish experimentally whether or not children with arti-
·culatory defects would improve without actual speech training, 
~ several studies have been conducted. 
Reynolds, in 1939, found that in a period of seven months, 
kindergarten children with functional articulatory defects 
improved regardless of the amount of training they received. 
3/ 
He concluded that therapy on the preschool level is worthless.- · 
Reid, following Reynolds procedure quite closely, but studying 
National Survey, ~ cit. 
Everhart, loc. cit., p. 61 
y 
Van Riper, "Persistence of Babytalk Among Children and 
Adults", Elementary School Journal, Vol. XXXVIII, 1938, p. 672. 
22. 
1 in addition the effect of speech re-education and maturation, 
respectively, of children in all elementary grades concludes 
that speech re-education is effective for all children above 
kindergarten. She states: 
"Although maturation plays a part in the 
child's learning to speak correctly after he 
enters school, it is at best a very slow pro-
cess as compared with speech ~m;>rovement ef-
fected by special training." y 
Templin found a lack of high relations between articula-
tion scores over a substantial period of time in pre-school 
children receiving therapy. Social, personality, and family 
pressures are factors necessary for consideration comparison 
with peers, or adjustment needs are strong, therapy would not 
2/ 
be recommended during preschool age. 
Studies by Root, Dawson, Poole, Wellman and Roe and 
Milisen found that articulatory errors decrease rapidly from 
grade to grade through the fourth grade at which point it levels 
off and decreases sparsely from that time on. Roe and Milisen 
point out, however, that indistinct sounds increase with grade 
y' 
Gladys Reid, "Efficacy of Speech Re-education in 
Elementary School", Journal of Speech and Hearing Disorders, 
Vol. XII, 1947, Pp. 306-313. 
y' 
Vivian Roe and Dr. Robert Milisen, "The Effect of 
Maturation upon Defective Articulation in the Elementary Grades~'· 
'Journal of Speech and Hearing Disorders, {March, 1942), Pp. 37-
:50. 
" 
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level, thus indicating that while maturation will eliminate 
, certain types of errors, speech improvement is still needed in 
: 1/ 
all grades.-
To further investigate maturation effects on the secondary 
level, Saylor studied the articulation development from grade 
·seven through twelve. She found that maturation did not re-
. duce the number of errors in the secondary grades to the extent .i 
' that it did in grades one through four. She concludes that the 
errors which the child has when he enters secondary school re-
Y 
main regardless of maturation. More recent studies show re-
sults favorable to the idea of early remedial training. Tufts 
and Holliday, in 1959, tested experimentally the predictions 
that speech training of preschool children by either parents 
• or professional speech therapists would result in significant 
articulatory error reduction. They found that when the speech 
of these children is compared to the speech of children who 
·have had no formal speech training of any kind, those receiving y 
remedial help make more rapid progress. 
Mildred Templin, ~cit., p. 358. 
Y Helen K. Saylor, "Effect of Maturation Upon Defective 
,Articulation Jr. High Grades", Journal of Speech and Hearing 
·Disorders, Vol. 14:20, 1949, Pp. 2-7. 
,; 
! 
l/ LaRene C. Tufts and A.R. Holliday, "Effectiveness of 
Trained Parents as Speech Therapists", Journal of S£0ech and 
Hearing Disorders, Vol. XXIV, (November, 1959), p. 1. 
, __ ~ --
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Because of the few experimental studies made with these 
preschool and early elementary grade children receiving therapy 
over a long period of time, it appears that the selection of 
very young children for therapy is still left up to the 
, judgment of the individual therapist. The importance of this 
·decision cannot be underestimated, however, for as the National 
, Survey revealed, 70 per cent of the total speech problems in 
: schools throughout the nation are concentrated most heavily in 
. 1/ 
the kindergarten, first and second grade level.-
From the studies on the effect of maturation on error 
reduction, one might conclude that children from the fourth 
grade and above should be taken for remedial instruction. 
~ Nevertheless, the speech therapist is justified in asking 
whether these errors which are quite readily corrected in the 
young child, might not be quite resistant to correction in y 
the older child. 
At this time, there is still much conflicting theory and 
practice on the appropriate age to give therapy. According to 
Van Riper and Irwin, some schools refuse to offer therapy before: 
National Survey, ~ cit. 
5./ Mack D. Drexler and H.G. Steer, "Predicting Later 
Articulation Ability from Kindergarten Tests", Journal of 
Speech and Hearing Disorders, Vol. XXV, (November, 1960), p. 39L 
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the first and second grades, but this policy only fixes errors 
in the child's speech and also effects educational achievement 
·and personality of the child. Even though maturation occurs, 
"speech therapists can do the job of error elimination much 
better and much quicker than the child's associates can do by 
.v 
casual correction." West, Ansberry, and Carr believe that 
though maturation may help certain of these cases, we have no 
way of knowing which will improve and which will not. They 
state that "delay merely to take advantage of possible matur-
Sf 
ation is not easily justified." There are those who do not 
make positive statements on this matter to either extreme but 
consider both aspects of the question. Irwin states that some 
~ of the kindergarten and first graders with simple sound devia-
tions and having no emotional involvements do not need therapy, 
but can quickly learn the correct production if worked with 
ll 
··their classroom teacher. He adds that all children who are 
aware of their speech problem should receive therapy of some 
kind and only those kindergarten and first graders whose speech 
is so defective that they are definite misfits in the room 
.v Van Riper and Irwin, ~cit., p. 66. 
y West Ansberry and Carr, ~cit., p . 316. 
.v Van Riper and Irwin,~ cit., p. 67. 
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should get therapy. 
Templin is perhaps most specific when she points out: 
"The speech therapist, in selecting cases 
for retraining at the kindergarten level, should 
be predicting which child will not achieve a 
satisfactory level of articulatory development. 
She must ask, 'Will the child who produces 
several sounds incorrectly profit from therapy 
more than the child who produces only one 
sound correctly ..•• Will the child having 
certain defective sounds profit more from 
therapy than the child with other defective 
sounds?' 11 .V 
In short, the therapist needs to look for certain predict-
ive variables to help her locate the child who will not acquire 
speech on the basis of maturation alone. 
Prognosis y 
Roe and Milisen found that the type of error most fre-
quently observed in elementary school children was that of 
sound substitution, but the frequency of these sounds decreased 
in number as grade level increased. However, while omissions 
and substitutions decreased, distortions increased with age 
level. 
Templin, ~cit., p. 358. 
Roe and Milisen, ~cit., p. 37. 
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!I Templin found in her cross-sectional study of preschool 
children, that final sounds are much less frequently produced 
correctly at the earlier ages. She points out that since the 
development of some sounds is far ahead those of others, the 
therapist should consider the development of the particular 
sound in relation to the normative curve of these sounds. If 
the child is retarded in these sounds which show slow maturation 
perhaps training can be postponed until later than if the 
retardation is apparent on early maturing sound. 
One of the few studies on predictive measures was done by 
v 
Petit who administered a battery of tests to 75 five-year olds 
to determine their efficiency in predicting articulatory devel-
opment. The children were tested for pure tone audiometry, 
speech perception, imitation abilities, intelligence, personal-
ity and coordination, and then retested after an eight-month 
period without formal assistance in speech retraining during 
that time. The tests failed to make any efficient prediction of 
the articulatory development and the author concluded: 
!I Mildred Templin, "The Development of Certain Language 
Skills in Children", Journal of Speech and Hearing Disorders, 
Vol. XVII, (September, l952), p. 280. 
Petit,~ cit., p. 226. 
-~ .--r-·---•""•~---·-··--~- ~ --~- ' 
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"It is important that a future study be 
conducted which include these additional 
factors presumed to be pertinent .••. personal 
evaluation of parents, articulatory score 
for other members of the family with whom 
the child comes in regular contact, and a 
quantitative measurement of the child's 
health and environmental conditions.".!/ 
One might derive from this study and the author's recommenda-
tions, the need for prognostic estimates to include considera-
tion of other factors and measures other than the speech mani-
festations themselves. 
v Snow and Milisen investigated the degree of spontaneous 
improvement in articulation in response to both oral and picture 
articulation tests. Eighty-one defective speaking first graders 
were given an oral and picture articulation test. They were 
retested with the same tests after 6 months during which time 
they received no speech therapy. The results of this study 
suggested the possibility of using the response to oral and 
picture articulation tests as a predictive variable for articu-
latory progress without correction. The concept drawn from this 
investigation was that sounds which are produced better in an 
Petit, loc. cit., p. 226 
Sf Katherine Snow and Robert Milisen, "Spontaneous Im-
provement in Articulation as Related to Differential Responses 
·to Oral and Picture Articulation Tests", Journal of Speech and 
Hearing Disorders, Monograph Supplement, Vol. XIX, (December, 
1954), Pp. 45-50. 
. 29. 
oral rather than a picture articulation test are the ones which 
will show the most improvement in articulation spontaneously • 
. The authors conclude: 
Further 
" .•.. the difference in a child's responses to 
an oral and a picture articulation test could 
be used as one valuable factor in predicting 
his progress in correcting his articulation 
errors." y 
5I 
utilizing this idea, Carter and Buck conducted a prog-
nostic testing investigation, administering spontaneous, imita-
tive, and nonsense-syllables articulation tests to 175 public 
school children at the beginning of the first grade. A spon-
taneous test was given again at the close of the year, and the 
results led the authors to conclude that the speech therapist 
~ should give therapy to those who make no corrections on nonsense 
syllable tests as compared with spontaneous. The rationale 
behind this approach is based on the child's ability to learn 
better speech patterns. The child is stimulated and then 
observed to see how many errors he can modify or eliminate. If 
he achieves 75 per cent or more correct, he can be excluded 
Ibid. 
Carter and Buck, ~cit., p. 133 
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from the therapy program to allow maturation to take effect, 
and then retested at the beginning of the second grade. y 
Farquhar confirmed Carter and Buck's value in imitative 
articulation as a prognostic measure and also attempted to 
determine the predictive importance of auditory discrimination 
tests for estimating the speech development of two groups of 
kindergarten children with "mild" and "severe" speech difficul-
ties. In discussing imitative tests, the author says: 
.. 
"In terms of deciding which children with 
functional speech disorders should be enrolled 
for speech therapy the results of this study 
indicate that imitative articulation tests of 
nonsense syllables and words will divulge 
which children can imitate accurately and will, 
therefore, eradicate their misarticulations 
during the school year through maturation 
from the child who requires enrollment in the 
speech correction program." y 
Another interesting prognostic clue pointed out through 
this study involved the misarticulation of a particular sound. 
The author found that those children who misarticulated {k) in 
the first test of spontaneous speech showed no improvement 
seven months later in the second test, and thus concluded that 
if {k) is not in the speech pattern by the beginning of kinder-
garten, it will not evolve through maturation during the school 
Farquhar, ~cit., p. 87. 
Farquhar, loc. cit., p. 87. 
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year. The study offers the final conclusion that auditory 
discrimination is a significant factor among children with 
functional speech disorders. y 
Drexler and Steer , following Carter and Buck's procedure 
to some extent, suggest possible procedures for selecting a 
caseload in the first grade. They administered tests at the 
beginning and end of the kindergarten year to 93 children, 54 
of whom were in the speech improvement program. The children 
were tested at the end of the year, but in addition were tested 
5 years later to see if any of the variables measured at the 
kindergarten level were effective in predicting later articu-
lation proficiency. The retest at the end of the year again 
. would allow time for maturation, and as a result the predictive 
value of these improvement scores would be strengthened. 
The authors concluded that the most effective and reliable 
variables for predicting included total number of errors in all 
positions within the words, errors in final position, errors of 
omission in final position, and errors on (f) and (1). y 
The Rochester Public School Speech therapists recommend 
·comparing the child's proficiency in consonant production with 
Poole's developmental norms or Templin's norms of errors as the 
Drexler and Steer, ~cit., p. 397. 
Van Hattum, ~cit., p. 413. 
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measure of expectancy of consonant development. 
They schedule those outside of "normal limits" for therapy, 
and follow those "within normal limits" to watch the effects of 
maturation. Thus, they are eliminating children in maturational: 
process through comparison with developmental norms. Before 
using this developmental concept in their program the percentage 
of speech problems amounted to 12.5%. After two years of 
applied use, however, the speech defective population dropped 
to 6.6%. At the time this report was published, the study of 
the new system had not actually been statistically validated, 
but was presented for informative data. 
Nevertheless, none o~. these predictive tests have been 
utilized for a standardized test available to all therapists for 
use in selecting their cases for therapy. In a National Survey 
of Public School Speech and Hearing Services Report, Work Group 
No. II studying diagnosis concludes: 
"It is the opinion of this committee that 
some more concise consistent method of measuring 
and examining is needed in the screening and 
diagnostics of speech." .Y 
y 
National Survey of Public School Speech and Hearing 
Services, Report, Work Group II., p. 19. 
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CHAPTER III 
PROCEDURE 
The authors found, in their review of related literature, 
various criteria which were used in selecting children for 
therapy. From these suggestions, and from other materials 
which provoked further investigation, a list of criteria which 
might be used by speech and hearing therapists was developed. 
These criteria were developed into general, discussion-type 
questions which formed the open-end questionnaire. The 
questionnaire, itself, was divided into eleven sections accord-· 
ing to the type of disorder, and included sections on articula-
tion in primary and upper grades, delayed speech, infantile 
speech, primary stuttering, secondary stuttering, voice dis-
orders, bilingualism, cerebral palsy, mentally retarded, cleft 
palate, and hearing loss. The questions asked about each dis-
order dealt with testing procedures, administrative require-
ments, and specific criteria used for selection based on 
severity, age, and type of disorder. 
These questions were used in interviewing twelve public 
school speech and hearing therapists from the New England area 
in a pilot study. After completing these interviews, the 
attitudes and practices of these therapists (with special re-
gard to their criteria for selection of children with speech 
and hearing defects), were assembled and the final questionnaire 
was developed. The final questionnaire was very similar to the, 
g 4 
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original, but was more concise and applicable for a mailing 
survey. It utilized much of the information received from the 
pilot study. The questionnaire in final form included a gen-
eral information section with questions pertaining to the in-
dividual therapist and her particular situation, and a section 
on each of ten disorders that might be included in the ease-
load. Specific criteria assembled from the pilot study were 
developed into statements which could be checked easily by the 
person answering. 
A sample population was selected according to geographic 
distribution from membership in the American Speech and Hearing,, 
Association. The questionnaire was sent to 110 public school 
speech and hearing therapists on April 3, 1961 to be returned 
by May 1. These therapists were employed in cities and towns 
of widely varying populations in 48 states. 
Fifty-nine out of these 110 questionnaires were returned. 
The results of the questions were tabulated for each disorder 
separately in order to find general trends in the practices or 
criteria used by the therapists sampled. The number of the 
therapists using the various criteria as stated were tallied, 
and these figures were compared to related questions in the 
background and general information portions to check consist-
ency of response. The general information section results 
which revealed information and background data about the 
therapists themselves were compared to the population sample 
of the National Survey. Additional comments, made by the 
35. 
therapists either in the questionnaire or submitted in letter 
form1 were recorded separately1 and considered in the final 
conclusions derived from the study. 
36. 
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CHAPTER IV 
RESULTS 
Results of Pilot Study Interviews 
I. Articulation; Kindergarten and First Grade 
It was found that the majority of the therapists inter-
viewed selected at least some cases from kindergarten and first 
grades. One person stated that she accepted all first graders 
with articulation errors of any kind, but the rest specified 
certain conditions for accepting primary grade children for 
therapy. 
Among the most frequent of the criteria cited by the 
therapists were those involving their interpretation of testing 
results. Almost half the persons interviewed agreed that if 
the child could imitate in nonsense syllables and if his audi-
tory discrimination of errors was good, he would not be 
accepted for therapy since the possibility of maturation might 
eventually take care of the errors. Conversely, they pointed 
out that if the child had both poor auditory discrimination 
and could not imitate, his chances for improvement without 
therapy was unlikely, and therefore, he would be accepted in 
the program. In contrast, however, two therapists, using the 
same results of good imitative ability, said they would enroll 
the child since the prognosis for success in the therapy 
program was much better. 
In accordance with the above criteria, the therapists all 
~ seemed to agree that they would not work with the young child 
n tl 
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having few errors and considerable inconsistency in these 
errors. All said that they retested either at mid-year or at 
the beginning of the next grade, and if there was no progress 
made in speech performance, only at that time would these cases 
be considered for therapy. The general consensus seemed to be 
that only the most serious kindergarteners and first graders 
with speech defects should be accepted for therapy. In deter-
mining whether or not the case was a "serious one", the major-
ity of these specialists considered the developmental scales 
and accepted those children who misarticulated the earlier 
sounds in preference to the child who had difficulty with the 
later sounds. For example, one therapist pointed out that 
working with (r) (s) and (th) in the early grades was unnec-
essary because maturation would probably take care of the 
errors by the time the children reached the second grade, while! 
another felt that when the teeth were missing, the sound (s) 
should not be selected for retraining. It is interesting to 
note, however, that several therapists abandoned consideration · 
of developmental scales for a more practical and circurnstant-
ial.method of selection. As one therapist put it, "I would 
give first preference to an {s) problem over a {k) problem if 
the sound the child misarticulated could be worked into my 
present groupings. I try to reach as many people as I can by 
working in groups, and thus must eliminate the younger child 
who may manifest certain errons because he will just not fit 
into the group at the time." 
!l 
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Only a limited number used type of error as a basis for 
selecting a child for therapy. One person gave preference to 
substitution errors over omissions, explaining that if a child 
substitutes a sound incorrectly, he has picked up a definite 
sound which is unlikely to improve through maturation while a 
distortion or omission can be handled as easily in classrooms 
or home situations. On the other hand, another therapist con-
sidered an omission error more in need of remedial training 
because "the child is evidently not hearing the sound". Furtheto 
diversity in thinking was illustrated by another person who 
considered omissions lease likely to present a permanent mis-
articulation and thus did not work with this particular problem: 
in therapy. Preference was given by one therapist to frontal 
lisps over lateral lisps because "they are easier to clear" 
while another therapist gave lateral lisps primary considera-
tion, explaining that 11 there is more consistency in a lateral 
type of production, and professional help is needed to correct 
this type of error." On the whole, it appeared that selecting 
the child because he exhibited a certain type of error was not 
a frequent criteria. 
Several therapists had speech improvement programs in the 
kindergarten in place of therapy, and agreed that this method 
seemed to suffice for helping the younger child with speech 
problems. Many of the therapists had home programs along with 
therapy. One therapist, in particular, explained that she was 
able to accept practically all severe speech problems in 
primary grades because the parents themselves did the majority 
of the ~ork with the child outside the school situation. 
The interviews, on the whole, seemed to reveal a tendency 
toward limiting cases to kindergarten and first grade children 
with severe speech defects. Several therapists said they 
preferred waiting until the second grade to accept a child for 
articulation therapy, but pressure was too strong from parents 
and teachers to hold off all younger children. For example, 
one therapist made the following comments: 
"The kindergartener and first grader should be 
exposed to phonics, should become more adjusted to 
school and to learning situations before entering 
into the therapy program. Unless the child has 
repeated a grade, and as a result is already ex-
posed to phonics and sound, he would not be a 
likely candidate for therapy." 
Another therapist felt that though she had accepted some 
kindergarteners and first graders, she was not accomplishing 
enough because she saw her cases in groups only once a week. 
She felt that 
,, 
The younger child needs individual attention, 
and thus I would prefer to refer him to a clinic, 
and devote my time to the older child who I am 
better equipped to handle in a group situation. 
Referrals, however, are difficult to arrange, and 
thus I accept these children, though I would pre-
fer not to. " 
A more unique, and single attitude was presented by one 
person who said: 
"I accept anyone with a speech defect, minor 
or major, because they all are in need of pro-
fessional help. I start off with two-thirds of 
the class and at the end of the year dismiss all 
but four cases from therapy." 
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She considers too much time is being wasted by putting children· 
on waiting lists when the therapist cannot guess who is growing! 
out of the speech defect. She pointed out that the pattern be-
comes firmly fixed in the later grades, while in grade one the 
child will be much more responsive. "In short," she concluded, 
"I am speeding up maturation." 
One therapist defended her selection of kindergarteners 
for therapy: 
"What is it about this child that makes him 
referrable? If he is being rejected socially, 
if he canno,t communicate with adul.ts, if he is 
being penalized for communicative disability 
then he should be enrolled for therapy. If he 
can repeat or imitate this may mean he will acquire 
the sound on his own, but this is not the only 
factor to be considered. What are his social 
needs? Does he need to reduce the anxiety be-
cause of his speech? The therapist must consider 
the number of positive factors that add up to 
success or not to success." 
In contrast, a person interviewed said he considered the 
speech of the child the most important factor, and though he 
considered other things, they did not alter the decision to 
enroll the child in therapy. Therefore, it appears that 
although most of the therapists enrolled kindergarten children, 
their basic criteria for doing so varied. 
When asked what other factors affected their decision for 
accepting a child in the therapy program, a few therapists 
pointed out that if the child had any emotional problems he 
would not be accepted for speech therapy. Socio-economic level 1 
was also proposed as an important factor in considering a child. 
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for therapy. For example, one therapist said, "If a child has 
a high IQ, and comes from a good socio-economic background, I 
will intensify the home program and either work less frequently' 
or not at all; however, if the child comes from a poor socio-
economic home and has a low IQ, I would work with him more 
frequently." Another therapist worked in an area where the 
socio-economic level was quite high, the demands for good 
speech were much stronger, and thus she accepted minor problems: 
for therapy that she might have eliminated in a different 
economic location. One person commented that if the child did 
not appear motivated or interested in improving his speech, he 
would not be accepted in the therapy program. 
II. Articulation; Upper Grades 
Criteria for selection of upper grade children with artic-
ulatory problems was less diverse among the therapists inter-
viewed. All the therapists said that they accepted upper 
graders for therapy without any definite stipulations. Specific 
criteria for selection was based primarily on age as a deciding 
factor. A few therapists stressed the selection of fifth and 
sixth graders over all others, feeling that this was the last 
opportunity to correct speech errors before entering junior 
high. Many of the therapists specified that their greatest 
concentration of cases was in the second, third, and fourth 
grades, with preference given to the second grader at the age 
where maturation no longer plays a prime role. The general 
attitude seemed to be that by the second grade the chances ror 
improvement without therapy is unlikely, and professional help 
is needed. 
Only two therapists considered consistency and ability to 
imitate sound as a criteria for selecting children for therapy. 1 
One therapist said that if the error were consistent he would 
accept the child with one sound or more regardless of whether 
it was a distortion, omission or substitution. Another felt 
she would consider those who had the most consistent errors 
and usually would not even take inconsistent errors further 
than screening, checking instead periodically. 
For the most part, however, the therapists interviewed 
~ felt they could accept all upper graders for therapy without 
having to establish any set criteria because they administered 
therapy in group and thus could include as many cases as they 
wished. In general, they round it difricult to pinpoint 
selection of one child over another in terms of definite 
criteria. 
III. Delayed Speech 
The majority of those interviewed included cases of de-
layed speech in their therapy programs, expressing the need to 
either accept this type of problem or refer them to other 
clinics. Realizing that some confusion of terms might exist, 
the authors rurther asked for a definition of the term 
"delayed speech11 , and for the most part received similar 
explanations based on the classification of retarded language 
and speech development. Many of the therapists said that de-
layed speech cases were accepted on the basis of etiology; 
that is, they were classified as brain-damaged, mentally-
retarded, or function~l speech problems, and if the problem was 
organic rather than functional they felt a definite obligation 
to help them. Only two therapists specified that if there was 
some emotional involvement causing lack of speech the child 
would be referred to a clinic. 
IV. Infantile Speech 
Most of the therapists considered infantile speech under 
the -broader classification of severe articulation problems in 
the primary grades, rather than as a separate speech disorder. 
This, criteria could not be isolated for this particular group. 
V. Primary Stuttering 
It was found that most of those interviewed did not accept 
primary stutterers (the child with no awareness of his non-
fluencies) in their caseload, but worked with parents or 
teachers on a counselling basis. Two therapists said they 
accepted primary stutterers if they had articulation errors and 
placed them in articulation groups, their rationale for this 
being that pressure from parents, principals, and teachers was 
so strong that enrollment in available groupings was mandatory. 
Several therapists selected a child for therapy on the basis of.; 
~ age, specifying that they would not take the primary stutterer 
A " 
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in the first or second grade. Only one therapist felt that 
there was no place for individual therapy with the primary 
stutterer on the elementary school level. 
Only two therapists conferred with guidance or adjustment 
service before accepting a child for therapy. In determining 
whether or not the child 1 s non-fluencies required therapy, the 
general responses seemed to be based on awareness: "I never 
enroll primary stutterers who are not aware of their repeti-
tions ••• and possibly would not accept those who are aware"; 
"I measure in terms of awareness--that is, if it is a problem 
to him, I will accept him for therapy"; "if there is pressure 
from parents, and when non-fluencies are evident to others 
"" including the therapist I will accept him for therapy". 
VI. Secondary Stutterers 
Almost all persons questioned stated that they would 
accept all secondary stutterers for therapy. Those who made 
selections did so on the basis of the degree of emotional dis-
turbance, and accepted all stutterers unless they were in the 
need of psychiatric help. Only one therapist used age as a 
criteria for selection, and did not accept any secondary 
stutterers in the elementary school. Another explained that 
she accepted all secondary' stutterers, but if she experienced 
no success after a period of about two months, she would refer 
them to an outside clinic. It was interested to note that one 
person gave preference to secondary stutterers (and organic 
- .. ·-·· ... - -
problems) over all other speech defects. 
VII. Voice Disorders 
Criteria for selection of voice disorder cases was found 
to be vague and not as clearly formulated. Only one person 
interviewed did not accept any voice therapy cases in her pro-
gram, but most therapists said they had only a small percentage 
of voice cases enrolled. Several therapists preferred to refer 
voice problems to clinics because they considered it long-range 
therapy, more difficult for the public school therapist to 
handle. Doubts were expressed about voice therapy, one person 
explaining: "Unless it is an extremely severe problem that I 
can refer to a clinic I really don't know how to approach 
remedial training with the mild voice case." Another, simil-
arly dubious, said she only accepted those cases she knew how 
to handle (most often nasality or pitch). Criteria for 
selection was most often based upon severity--several selecting 
only the most severe problems including hoarseness and nasality, 
while only one accepted the most "simple" cases, i.e., loudness, 
strengthening of palatal movement. Almost half the therapists 
gave preference to nasality above all other types of voice dis-
orders. One person referred all organic voice cases to clinics, 
accepting only functional problems. More than half the thera-
pists referred to laryngologists first before accepting a child , 
for therapy, but only one required a psychological examination 
as well before accepting a voice case. Age was considered a 
4'6. 
criteria for pitch problems by only one therapist, who would 
not accept these cases until after puberty. Several therapists 
advocated speech improvement through pamphlets, teacher and 
parental assistance, and class visitation. 
Questioning, in general, showed a preference for articu-
lation over the voice problem in the caseloads of those inter-
viewed. 
VIII. Bilingualism 
Most of the therapists accepted bilingual cases, their 
decision based primarily on the type of bilingual problem. 
Several therapists said they would accept bilingual cases if 
they could be worked into articulation groups. Only one 
therapist specified that he would accept bilingual cases that 
involved language rather than articulatory .difficulties. 
IX. Cerebral Palsy 
The majority of the public school therapists either 
accepted cerebral palsy cases, referred them to clinics, or did: 
not include them in caseloads because there were special 
classes and therapists for handicapped children. One therapist: 
stated her feeling of foremost obligation to the cerebral 
palsied child if he was enrolled in the public schools over all 
other problems, while in contrast, another therapist said she 
would take the normal child over the cerebral palsied child 
in order to show progress in her overall therapy program. 
X. Mentally Retarded 
Half those questioned accepted mentally retarded children 
with speech defects. Several pointed out that the core of 
their program was speech improvement, supplemented with indivi-
dual therapy for the most severe cases. Two therapists set a 
limit of 80 IQ before accepting a child for therapy. On the 
other hand, one therapist said twenty-five per cent of her 
cases were coming from the special classes. She felt that 
these children needed more help than the normal child with 
minor speech defects. 
XI. Cleft Palate 
Cleft palate cases were accepted by almost all therapists 
interviewed, and those who did not have any enrolled said that 
they woula accept any if they were located (if they were not 
already being seen at an outside clinic). 
XII. Hearing Loss 
All the therapists interviewed accepted hearing therapy 
cases with the exception of one who said there was a special 
therapist for hearing problems. Most of the therapists said 
they did speechreading and speech therapy as the need for it 
arose, rather than by setting a db limit. Since cases were re-
ferred to a doctor or audiologist if they failed the school 
hearing test, they were automatically accepted if recommended 
for therapy by outside sources. One therapist, in particular, 
said she did not accept children by audiogram, but looked at 
4i· 
his performance and academic achievement. "If the child is 
not performing as well as he can, and if therapy will improve 
his over-all performance, I will accept him for therapy." 
In contrast, another therapist said if there is a loss of 
30 db in the critical speech range, the child should have 
speech reading and/or auditory training. 
Questionnaire Form 
The final mail-form questionnaire to be presented on the 
following pages includes a preliminary general information 
section, and ten sections on the various speech disorders. The 
general information section deals with questions concerning the 
individual therapist, his background, policies and general 
practices. The sections following are headed separately accord-
ing to type of disorder and includes articulation in primary 
grades, articulation in the upper grades, bilingualism, primary 
stuttering, secondary stuttering, voice disorders, cleft palate, 
hearing loss, cerebral palsy, and mentally retarded. Each 
section itself includes several yes-no and multiple choice 
~ questions pertaining to testing and administrative procedures. 
Following these background questions, criteria are listed in 
statement form for the therapist to check off if actually 
considered in selection of cases. The final question in each 
section allows opportunity for elaboration of additional cri-
teria and comments concerning the particular disorder and 
selection of cases. There are a total of 64 questions. 
:o. 
~ Directions: Please answer ell questions that apply to your situation 
GBDRAL INl!'OlllfM'ION 
Location ot School S;ystam: 
New England 
:Middle Atl•a-nt~i:-c:: __ 
South llidwe~s~t --
West. ___ _ 
Frequency ot therapy sessions._ __ _ 
Highest Degree 
Where obteined-:--....---
New :lnglend 
Middle Atlen~ti~c:_:: __ 
South Jlidwe,_s~t---
West __ _ 
Length ot time ot session:..-~----
Number ot pupils in oe.seload __ _._ __ _ 
Number ot years experience 
;Number ot schools you ~erve---
, :---
1. Which grades ere included in your caseload at the present time? 
Circle one or more: 
Kinde 1 2 3 4 5 6 7 8 9 10 11 12 
2. In which grades do you have the greatest concentration ot oases? 
Circle one or more: 
Kindo 1 2 3 4 5 6 7 8 9 10 11 12 
3., n> you provide tor speech improvement in the classroom? Yes_ No_ 
If yes: by you by tea~her_~ 
What grades ere included in your speech improvement program? Circle one 
or more: 
Kindo 1 2 3 4 5 6 7 8 9 10 11 12 
4o What mathod(s) ot locating cases tor therapy do you use, tor example 
screening, teacher reterre.l, etc.? 
It you use screening, circle grades in which screening testing is done: 
Kind.. 1 2 3 4 5 6 7 8 9 10 11 12 
It you use teacher reterral, describe briefly the means you employ to 
educate the classroom teacher in understanding speech problems ani how 
to recognize thEIIl: 
5. Do you retest those children whom you do not accept tor therapy"l 
Yes No When?. ______ _ 
6. Do you have a home program tor children? I'es No __ _ 
In place o:f' therapy: In add-ition to tharepy: ___ _ 
7. B1m1ber the following,!!. order !t!_ frequency,!!. your caseload: 
Articulation ----
Stutterinet 
Voice Disorders ----
Hearing Loss ----
Bilingualism ----
Delayed Speech 
Cleft Pe.lat e ----
Cerebral Palsy----
Kentally Retarded----
Other----
So Are there any requirements set up by the administration in 
selection of your caseload? (Check all that apply) 
number of cases you my telce ;...._ _ _ 
severity ot disorder ___ _ 
type of disorder. ___ _ 
age ot child-.,_ __ _ 
IQ of child;...._ __ 
other 
·----
9. Are there any requirements which .l2! set up in selection ot 
your caseload? (Check ell that apply) 
number of cases you may telce ___ _ 
severity of disorder__.. __ _ 
type ot d1 sorder ___ _ 
age ot child;.....---
IQ ot child-.,_ __ _ 
other. ___ _ 
lOo When you decide a child needs therapy, do you have to gain approval 
from any ot the following people before enrolling him? 
(Check all that apply) 
teacher __ _ 
parent __ _ 
medical personnel-.,_ __ 
psychological personnel--. __ 
superintendent or principal.__ __ 
no one __ _ 
(""\ I. CRITERIA FOR SELECTION OF ARTICULATION CASES IN :KIBDERGAR!'EN AND 1st GRADE 
1. Do you taka kindargarteners tor therapy? 
Do you take first graders tor therapy? 
2. It yes, do you see thEm in groups individuelly: both ___ _ 
Bomogenuous Heteroganuous ____ _ 
3o It you are doing screening by yourself to locate cases, what kind ot 
tests do you usa? Describe briefly your testing procedure (do you 
test all sounds, condensed tests, etco?) 
4., Attar locating .!. ~ tor therapy through screening or reterral, do you 
test them further? Yes No. __ _ 
5.. It you test them further, what kind of tests do you use? Check all that 
apply .. 
Spontaneous speech ____ Dn1 tetion-_ __ Auditory discrimination 
-
Oral reading __ _ Picture-naming~--- Oral examination 
----
Others (specify)----------
6.. Do you work with delayed speech casas? Yes No~:::---
What is your basis ot classification of delayed speech? 
7. Do you work with infantile speech ce.selJ? Yes No_~-
~t is your basis of classification ot infantile speech? 
e. Listed below are some ot the criteria which you might use to determine 
which children in the kindergarten and first grade who have articulation 
problems should be enrolled tor therapy.. Check those you would consider. 
e)I Will give first preference to sound distortions over omissions and 
--- substitutions in selecting a child tor therapy. 
b)I Will give first preference to omissions over substitutions and dis• 
--- tortions in selecting e child tor therapy. 
c)I Will give first preference to sound substitutions over distortions 
- and omissionso 
d)I give preference to a child with a frontal lisp over one with a 
--- lateral lisp. 
e)I give preference to a child with a lateral lisp over one with a 
- frontal lispe 
t)I Will not give preference to any one type of error in selecting a 
---- case tor therapyo 
g)I give preference to a child misarticulating the earlier developing 
- sounds .. 
lrindergarten and lst Grade (Continued) 
h)I enroll a child who misarticulates the most conmonly used sounds in 
speech (r) (s} (1). 
i)I will not accept the kindergartener and/or first grader who mis-
articulates (s). 
j)It a child had a few minor misarticulations, aDd imitated quite easily 
- shoWing inconsistency in production, I would take him for therapy 
immediately. 
k)I will enroll a child who has poor auditory discriminationo 
--- l)I Will enroll a child who cannot imitate correct production of a sound 
---- in isolationo 
m)I will enroll a child who cannot tmitate correct production of the sound 
in nonsense syllables. 
n)If the child can produce sound(s} correctly after imitation, I Will 
- enroll htm for therapy because prognosis is goode 
o}I do not use imitation as a criteria for selecting articulation cases. 
- p)I will enroll only the child who has poor auditory discrimination aDd 
- imitative ability combined. 
q)I would take the kindergartener and/or first grader who had one or more 
--- sounds misarticulated consistently. 
r)I work With only the most severe problems in kindergarten and/or first 
- gradeo 
s)I would work only with the minor articulatory problems in kindergarten 
and/or first grade. 
t)If the child is missing teeth which are necessary to produce the de-
--- fective sound, I will not accept the child for therapy until the 
teeth are grown in. 
u)If childws particular errors fit into therapy groups already formed, 
- I will give him preference OTer the child who would not tit into one 
of my groupso 
v)If a child appears negative or immature, I would not accept ht. tor 
therapy. 
w)Unless the problem is severe, I provide speech improvement in the 
- classroom .. 
x)If he is being seen in guidance or psychological clinic, I Will not 
- accept the child for therapy. 
y)I Will work with the child in consultation with the psychological clinic. 
::: z)I consider socio-economic background in eccepting a child for therap7. 
zi)In severe cases, I reter to clinics for a complete diagnostic evaluation 
--- before Accepting the child for therapyo 
9. Please describe any additional criteria which you may use tor selection 
'ot articulation eases in kindergarten and first grade& 
. (Use back of this sheet, if necessary) · 
n., CRITERIA FOR SELECTION Ol!' ARTICULATION CAS.¥ ~ THE UPPER GRAIJ.I!3 
1., Do you accept .!!!!, upper graders tor therapy? Yes_ No __ _ 
2.. It so, do ;you see thtU in groups individue.lly: booth.._ __ 
Bom.ogenuous Beterogenuoua...._ __ _ 
3. It you are doing screening by yourself, what kind of tests do you use? 
Describe briefly your testing procedure.. (Ib you test all sounds, con-
densed sounds, etc.) 
4. After locating a case through screening or referral, do you test them 
further? Yes No. __ 
5. It you test thtU further, what killd ot tests do you use? (9}leck e.ll that 
apply) 
Spontaneous speech lmitetion Auditory discrimination ____ _ 
Reading'"'"--- Picture-naming""'--- Oral examination_ Other (specify)_ 
6" Listed below are some of the criteria which you might use to determine 
which children should be ·enrolled tor therapy.. Check those you would 
consider. 
a)It I had to make ·a choice, I would consider giving first preference to 
- the sixth grader over the younger child, since this would be the last 
opportunity tor correction .. 
b)I would accept the second grader tor therapy before other grades be-
--- cause by this time the error would be firmly fixedo 
c)I would not give preference to any one grade in accepting oases tor 
- therapy. 
d)I will not accept a child tor therapy who showed little or no interest 
--- in correcting his error. 
e)Interest or motivation does not attect my decision tor accepting a 
- child in the therapy programo 
t)I Will not accept a child tor therapy whose errors are inconsistent" 
-g)It a child has one or more consistent errors in articulation, I Will 
- accept him tor therapy. 
h)I consider socio-economic background in accepting a child tor therapy. 
---i)It a childis errors tit into groups already tor.med, I will give him 
--- preference to the child who does not tit into one ot my groups. 
j)It the child is being seen in the guidance or psychological clinic, 
--- I will not accept him tor therapy. 
k)I Will work With him in consultation with the psychological clinic. 
-l)I accept only the most severe cases tor therapy in the upper grades. 
-m)I accept only the minor problEIIl.s tor articulation therapy in upper grades. 
----n)In severe cases, I refer to clinics tor complete diagnostic evaluations 
--- before accepting the child tor therapy. 
o)It a child has dental abnormalities which interfere with production of 
-- e. detective sound, I will not accept him tor therapy .. 
Upper Grades (continued) 
"" __p):U a child has a few minor misarticulations 9 and imite.tes quite 
easily showing inconsistency in production, I will not enroll hta for 
therepyo 
q)If a child has few minor misarticulations, and imitates quite easily 
- showing an inconsistency in production, I will still enroll him for 
therapy .. 
r)I give preference to a child with a frontal lisp over one with 8 latere.l 
--- lisp for therapy .. 
s)I give preference to a child with a lateral lisp over one with 8 frontal 
--- lisp for therapy .. 
t)I will give preference to the child who miserticulates the most common 
- sounds in speech {r) (s) (1) .. 
u)I will not give preference to any one type of error in selecting a case 
- for therepyo 
7.. Please describe on the back of this sheej any additional criteria which 
you may use. 
III. CRITERIA FOR SELECTION OF BILINGUAL CAS1!5 FOR THERAPY 
1. Are your schools situated in a bilingual area? Yes No __ _ 
2. Is there a special speech therapist for bilingual children With speech 
defects in your school systamt Yes No __ _ 
3. Do you select cases of bilingualism for therapy'! Yes_ No. __ _ 
4. Listed below are some of the criteria which you might use to deter-
mine which children should be enrolled in therapyo Check tbose you 
would consider .. 
a)I select all cases of bilinguali~ for therapy .. 
b)I would give preference to a bilingual child with an articulation prob= 
lem over one with an articulation pro blemo 
_c)I would give preference to a bilingual child w1 th a complete language 
problem.9 over one with an articulation problem. 
d)I would accept the child for therapy who speaks another language at ha.me 
--- and substitutes (d) or (t) for (th) consistently .. 
5. Please describe below any additional criteria which you may use in select-
ing a bilingual case for therapyg 
~ IV. CRITEBIA FOR SELECTION OJ' PRIMARY STU'l'l'.DING OASES 
lo ~ you accept all primary stutterers tor therapY'! Yes lfo __ 
n:> you accept e:iiY1 Yes Ro -
It so, do you see them ~oups_ Individually_ both..___ 
2. What methods do you use in testing primary stutterers to determine 
whether or not they should be enrolled tor therapy't Check one or more. 
Oral reading conversation projective tests._ ____ _ 
Role playing'"'"-- picture stories with emotionally laden content--__ 
Other (specify) ----
3. Listed below are some criteria which you might use to determine which 
children should be enrolled tor therapy. Check ~~se you would consider. 
-~:i}I would not work With a primary stutterer in the kindergertq, first, 
or second grades. 
b)I would accept a primary stutterer with articulatory errors aDd place 
- him in en articulation groupo 
___ c)I do not enroll primary stutterers, but work with parents and teachers 
insteado 
d)It a child regarded himself as a stutterer, I would enroll him in therapy 
- regardless ot age. 
e)I would not take a primary stutterer it he was being seen by the guid-
- ance or adjustment service. 
t)I would work with a primary stutterer it the principal, teacher, or 
~ parent requested it. 
g)I would not accept a primary stutterer it he was not aware ot his 
--- repetitions or non~tlueneies. 
h)I would work With the primary stutterer it I could confer with psych-
- ologist or adjustment service{guidance). 
i)It B pri~ry stutterer has a good relationship with the teacher, aDd a 
- good home situation, I would not accept him tor therapy. 
j)It the primary stutterer has a poor home relationship and parental 
- counseling were not possible, I would accept him tor th~rapy. 
k)I would not work With the primary stutterer, but I would ch~ck his pro-
- gress intermittently. 
l)I do not make my decision to enroll a ~hild tor therapy on the basis ot 
---- the speech symptom itself, but primarily on the conditions in the home 
environment which might attect his speech. 
m)I make my decision to enroll the child tor therapy on the basis ot the 
--- frequency of non-tluencies of the speech alone. 
n)It people who come in contact with the child react to his non-tluencies 
- · I will accept him tor therapy. 
4. Please describe below any additional criteria which you may use in selecting 
the primary stutterer tor therapy. (Use back ot sheet it necessary) 
V. CRITERIA POR SELECTION OF SECONDARY STO'rl'ERING CASES 
1. Do you accept all secondary stutterers for therapy'! Ya. No_ 
D:> you accept any'? Yes_ No __ _ 
It-so, do you see them in groups_ individually_ both_ 
2. What methods do you use in testing secondary stutterers to determiae 
•hether or not they should be enrolled for therapy? Check one or more: 
Oral reedinL_ conversation_ role-playing ----
Projective tests~--- picture stories with emotionally laden content ____ 
Other (specify) 
-
3u Listed below are some criteria which you might use in determining which 
c~ildren should be enrolled for therapy. Check those you would consider. 
a)I would accept a secondary stutterer with articulatory errors and place 
- him in an articulation group. 
b)If a child were aware of his non-fluencies and reacted to them with 
--- secondary symptoms» I would accept him re~rdless of his age. 
c)I would not take a secondary stutterer for therapy if he were being sean 
~ by a guidance counselor or a psychologist" 
d)I would work With the secondary stutterer i:f' I could confer with the 
--- psychologist or adjustment service (guidance)o 
e)I eo not accept seconie.ry stutterers in elementary school grades., 
--:f')I accept ell secondary stutterers who show interest and concern over 
- their speech problem., 
~)I would not work with a secondary stutterer who showed little or no 
interest in overcoming his problano 
h)I do not work with secondary stutterers but counsel the parents and 
- ·teachers insteado 
___ i)I refer all secondary stutterers to outside speech elinicso 
4. Please describe on the beck of this sheet any additional criteria which 
you might use in selecting the secondary stutterer for therapy. 
VI. CRITERIA FOR SELECTION OF VOICE CASKS 
le Do you accept for therapy cases of voice disordue'? Yes_ llo. __ _ 
2o I:f' so, which of the following types of voice disorders do you accept tor 
therapy? Check one or moreo 
Nasalit~ hoarseness harshness breathiness 
·---
very high pitch~ voice too loud_____ voice too sot~ other ___ 
3. Do you give any preference to any of the above voice disorders in 
accepting cases for therapy? List below. 
Voice (continued) 
4o Do you require an examination by an oto-laryngologist before accepting 
a child for voice therapy'! Yes lfo In which eases 1110W.d 
you require this type ot exemiDS.tion tir'stt LiSt below. 
5. Check those testing procedures you use to decide whether or DOt you 
Will enroll a child for therapyo 
Oral reading Qonversation Singing Dn1 tatioD..., __ 
Pictures with Emotionally laden content__ OthEir' (specify) ____ _ 
,, 
6. Listed below are some of the criteria which you might use to determine 
whether or not a child shou(l.d be enrolled for voice therapy. 
Check those you would consider. 
a)I will work with only the most s&Tere voice disorders. 
-b)I will work with only the mild voice problems .. 
-c)I will work with only the voice cases I em most familiar with. 
-d)I Will enroll only functional voice disorders. 
---e)I will accept organic voice disorders for therapy. 
t)I will not work With voice disorders ot emotional or psychological 
origin. 
~)I will not accept voice disorder eases before conferring with e 
psycholegist or guidance department. 
h)It a child had a problan of pitch, r would wait till after puberty 
- to enroll him far therapy. · 
i)If a child is able to produce a loud voice with ease in the testing 
- situation I would accept him for therapy .. 
j)It a child is not able to produce a loud voice with ease in the 
- testing si tuat"i''ii I would accept him tor therapy. 
k)I would not work w1.th a child with a soft speaking voice. 
-l)I would work on problans ot voll.llle through classroom teacher only. 
-m)I generally refer Toice .. cases because this is long range therapy 
--- which requires more time then the therapist has available. 
_n)I refer all voice eases to clinics for the:rapyo 
7. Pieese describe on the back of this sheet any additional criteria you 
may use in selecting voice case• for therapy. 
VII.. ORITERIA FOR SlCLBCTIOB OJ' CLD'l' WATB CA$18 
1. Do you accept cleft palate cases for therapy? 
All? Yes No Some? Yes lfo 
- - ---
2. Is there a special speech therapist tar clett palate cases.? 
Yes ., __ _ 
' 
Cleft Palate ( con~inued) 
3. Listed below e.re some at the criteria which you might use to determine 
which children should be enrolled tor therapy. Check those rou would 
consider. 
a)I will work with the cleft palate child tt he had a speech detect. 
----b)I refer ell clett palate cases to clinics tor therapy. 
-c )It a child can receive help through a home progre.m, I Will accept 
- him tor therapy. 
d)I do not have any cleft palate children in ~ caeeload at the 
- present time, but it I located one, I would enroll him for therapy. 
4. Please describe on the back ot this sheet any additionel criteria 
which you may use in selecting these children for therapy. 
VIII .. CRITERIA FOR SELBCTIOH OF BEARIBG LOSS OASES 
lo Do you employ pure tone or speech audiometric testing in your 
school? Yes_ No. __ _ 
2. It not, do you test hearing by other means'? lb::plain briefly. 
3. Is there a special hearing therapist tor children with hearing 
problems in your school system! Yes_ No __ 
4. Listed below ere some of the criteria which you might use to deter-
mine Whether or not a Child should be enrolled for hearing therapy. 
Check those you would consider. 
a)If e child's speech is effected by a hearing loss, I would accept 
- him for therapy. 
b)It a child's academic perfor.mence is attected by hearing loss; that 
- is, it he is not performing as well as he could, I would accept him 
for therapy. 
c)If he were referred by a medical doctor, or another speech clinic, I 
- would automatically accept him for therapy. 
d)If e child were wearing a hearing aid, I would enroll him for therapy. 
----e)If a child had a progressive hearing loss, I woUld enroll him for 
- therapyo 
f)I do not accept children for lip-reading therapy. 
---g)I do not e~ll children who are hard-of-hearing for speech therapy. 
____ b)I refer all hard-of-hearing children to other speech clinics. 
5. Please describe below any additional criteria which you rey use in se-
lecting these children for therapy. (P,se back ot sheet it necess~). 
' ; ·., 
lL CRITERIA FOR SILECTIOll 07 CERBBRAL P.ALSY CASl!S 
I • '• " 
~ 1. no you accept cerebral palsr children with speech problems tor therapy? 
All? Yes No Some2 Yea No · 
~- .' :~ 
2. Is there e st.~ial speech therapist tor cer•bral p•~sy cases in the 
acbool system? Yes No · 
--
3. Listed below 8J'e some ot the criteria which you might use to detel'llb.e 
which children should be enrolled tor therapyo Check those you would 
consider. 
_a)I1' the cerebral palsy child has an articulation problem, I Will enroll 
him for therapy in an articulation group. 
_b)It cerebral palsy is causing a severe speech problem(breething, phonation, 
articulation) I would enroll him tor individual therepyo 
_c)It speech problsn is severe, I would refer him to another clinic. 
d)I refer ell cerebral palsy cases with speech problems to clinics. 
~e)The demands o1' ~ caseload does not allow su1'1'icient time 1'or me to 
- include cerebral palsy cases 1'or therepyo 
1')!t a home progrSB can be· carried out by parents, I will accept the 
--- cerebral palsy child 1'or therapy. 
g)It a cerebral palsy child has e. speech detect 0 I Will accept him 1'or 
- .therapy. 
4. Please describe on the back o1' this sheet any additional criteria Which 
you may useQ 
L CRITERIA FOR SELECTION OJ' DNT.ALLY RETARDED OASES 
1. Ib you accept mentally retarded cases 1'or therapy! 
All? Yes No Some? Yes lfo 
~ - --- _.... 
2. Is there a special speech therapist 1'or men,ally retarded children 
with speech detects in your school system? Yes No 
--
3. Do you set any minimun requirements tor intelligence in acceptiBg 
cases 1'or therapy! Explain briefly. 
4. Listed below are some o1' the criteria which you might use to d eter-
mine which children should be 1mr0lled 1'or therapy. Check those you use, 
a)I retar mentally retarded cases with speech problems to clinics. 
---b)I Will wort with children whose articulation performance is not up to 
---- mental age rather than chronological age. 
c)Since mentally ret!lrded children in my school have a langus.ge program. 
- with daily help from classroom teacher, I do not enroll them in therapy~ 
d)I provide speech improva.ent in the classroom 1'or mentally retarded. 
-e)I Will not accept mentally retarded children w1 th language problas. 
----t)I Work only with mentally retarded children with speech difficulties. 
-g)I will work With a mentally retarded child who needs language rather 
- than speech therapy. 
5o Please describe on the back ot this sheet any additional criteria which 
you m$y use in selecting these children 1'or therapy. 
Results of Questionnaire 
The results of the mail-form questionnaire are reported 
on the next pages in the following manner. 
The general information results of the present study are 
compared with the results of the National Survey and are pre-
sented in tabular form. Through this method of presentation, 
comparisons of both population samples can be shown. Following 
this table is a discussion comparing and contrasting the re-
sults of both studies. 
Subsequently, each of the ten sections of the questionnaire. 
are reported separately. Within each of these sections are 
tables headed results which include numerical, tabulated re-
~ sponses to each question. Criteria are then listed in order 
of frequency with total responses recorded for each. A dis-
cussion of the results of the questions on background informa-
tion, and significant criteria in order of importance is also 
included. Finally, additional comments and criteria assembled 
from the open-end question at the conclusion of each question-
naire are listed and discussed by the authors. 
IOSTON UNIVE .. II'f'¥ 
.&QUCAIION l..ll#i/t$1~ 
51. 
Table I. 
Comparison of Present Study Sample With National Survey 
Sample 
Question Present Study National Survey 
1. Location of New England ..•..... 21 Question not asked 
2. 
3. 
4. 
5. 
6. 
::-
School System South •...•..••..... l5 on survey 
Highest Degree 
Where Obtained 
Midwest .••..•••...• l2 
West • .•...•.••.•••.. 6 
Middle Atlantic •.•.• 5 
Master's Degree •••. 27 
Bachelor's Degree •. ll 
Doctor of PhilosophyA 
Midwest ••..•.•.•..• 21 
New England •.....•. l7 
Middle Atlantic ••..• 9 
South ... ............ 5 
West . ••.•.••••..•... 3 
Number of Years Mean average 7yr 
5-6yr 
l-25yr 
Experience Mode 
Range 
Frequency of Once/week .•••.•.• l7 
Therapy Sessions Once or twice/week4 
Twice/week .•...•• 23 
Length of Time 
of Each 
Session 
Twenty minutes •••.• 30 
Thirty minutes ...•• 21 
30-4o minutes •....•. 8 
Fifteen minutes •..•. l 
B.S.plus .....•... 37% 
M.S.plus ...••.••. 28% 
B. A • .•........... 21% 
M.A. or M.S ..•.•. l2% 
PH.D ••... No Response 
National Survey asked 
type of institution 
rather than location 
(Yrs. of paid exper-
ience) 
2-3 .............. ~1% 
4' 5' 6 ••.•..•..••. 24% 
1 or less ...•.... l6% 
7,8,9,10 ....•.... 15% 
over 10 •.•...•.•. 13% 
Group: 
Once/week ••..•.. 33% 
Twice/week ..•... 53% 
Individual: 
Once/week •...... 29% 
Twice/week ...... 43% 
Group: 
25-34 minutes ... 57% 
15-24 minutes .•. 29% 
Individual: 
15-24 minutes ..• 4o% 
25-34 minutes ..• 36% 
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7. 
8. 
1. 
2. 
Question 
Number of Pupils 
in caseload 
Number of 
Schools 
Served 
Grades included 
in Caseload 
Greatest 
Concentration 
of Cases 
Table !.(continued) 
Present Study 
Mean . ..•.•••••.•. 87 
Mode .. 75-100 pupils 
Range ..•.•••. 22-287 
Mean ....•••••. app.6 
Mode • ••••.••..•••• 6 
Range .•......•. l-21 
Kind: 24 
Grade one: 53 
two: 56 
three: 57 
four: 57 
five: 57 
six: 55 
seven: 34 
eight: 33 
nine: 27 
ten: 20 
eleven: 20 
twelve: 21 
Kind: 7 
one: 33 
two: 39 
three: 30 
four: 14 
five: 7 
six: 6 
seven: 2 
eight: 1 
nine: 0 
ten: 1 
eleven: 2 
twelve: 0 
National Survey 
Mean ...••..... l25.78 
3-4 schools .••.•. 27% 
5-6 schools ..•... 26% 
Elementary(l-6~ •.• 41%; 
Elem. & Jr.(l- ,9)33%: 
All grades ...••.•• 23%' 
Sr. or Jr.HS •...•.. 3%' 
Kind 1 and 2 •.... 70% 
3 and 4 ......•... 22% 
53. 
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3. 
3b. 
4. 
Question 
Speech 
Improvement 
Program 
Grades Most 
Frequently 
included in 
Speech Improve-
ment Program 
Methods of 
Locating 
Students 
4b. Grades in which 
Screening is 
Done 
Table I.{continued} 
Present Study 
Speech Improvement 
in Classroom .•.•.• 37 
Through Teacher .... l2 
Only Therapist •..•.• 7 
Teacher 7 Therapist.l4 
Television ....•..•.. l 
Kind: 22 
one: 27 
two: 25 
three: 17 
four: 16 
five: 15 
six: 15 
seven: 4 
eight: 4 
nine: 1 
ten: 1 
eleven: 0 
twelve: 0 
Screening ••••.•..... 6 
Teacher Referral •.. l2 
Both . .............. 41 
Kind: 18 
one: 23 
two: 23 
three: 12 
four: 10 
five: 9 
six: 11 
seven: 6 
eight: 5 
nine: 3 
ten: 5 
eleven: 5 
twelve: 4 
National Survey 
Teach Speech 
Improvement ...•. l8% 
Supervise teacherlO% 
No program •.••... 61% 
Primary Grades .•. l6% 
Elem. Grades .•.•. l2% 
No program ....•.. 61% 
(Relative frequency 
of each method} 
Referral: 
Frequently ...... 68% 
Occa.siona.lly ••.. 27% 
Survey: 
Frequently ...•.. 64% 
Question not asked 
on Survey 
54. 
""' Question 
4c. Method of 
Educating 
Faculty 
5. Retesting after 
Locating 
When? 
6. Home 
Program 
7. 
8. 
9 •. 
Disorders in 
order of 
Frequency in 
Case load 
Most Frequent 
Requirements 
Set up by 
Administration 
Requirements 
Set up by 
Therapist 
Table I.(continued) 
Present Study 
Booklets, workshops, 
faculty talks 
In-service training 
Informal talks 
Retested .•.••••.... 49 
Next September •.•.• 22 
Mid-year .•.•••.••... 9 
Spring .....••••..•.. 7 
Intermittently ..•.•• 7 
When openings •..•..• 2 
Two years later ..••• l 
No answer ••.•.•••.•• 1 
National Survey 
Question not asked 
on Survey 
Question not asked 
on Survey 
Home Program .••••.• 35 Question not asked 
on Survey 
In addition to 
Therapy ....•.••• 32 
In place of 
Therapy •••.•....• 3 
Rank 
1. 
2. 
3. 
4. 
order: 
Articulation 
Stuttering 
Voice Disorders 
Hearing Loss 
Number of Cases .•.• 28 
Severity of Dis-
order ••.....• 15 
Type of Disorder ••. l2 
IQ •..••.•. 12 
Age .••..•• lO 
No Answer ..••.•• l4 
Number of cases 40 
Severity of Disorder35 
IQ •..•.•• 17 
Age ....•.• 25 
No Answer •.•.•••. 8 
Mean # of cases: 
Articulation.l02.63 
Stuttering ....• 8.05 
Delayed Speech .. 5.47 
Hard of Hearing.3.22 
Voice Disorders.2.86 
Cleft Palate .••. 2.18 
Question not asked 
on Survey 
Question not asked 
on Survey 
55. 
Question 
lOa. Factors 
Limiting 
Case load 
lOb. Therapist Must 
Gain Approval 
From 
Table !.(continued) 
Present Study 
Question not asked 
on Present Study 
Teacher . ............ 8 
Parent .••.••••••••. 17 
Medical .••••••.••.•. 7 
Psychological •..•••. 2 
Superintendant or 
Principal .•••.••.•. 5 
Noone . .....••..••.. 24 
National Survey 
State law ..••••.• 25% 
Local regulation •. 5% 
#children with 
speech disorders-23% 
Your own decision-45% 
Survey asked two 
different questions: 
Noone •....•...••. 55% , 
Parent •..•••••••. 32% i 
Physician ••....•.. 2% 
Both .............. ~ ~ 
Principal .•.•••.• l7% 
Supervisor •••..... 5% 
Both ..•.••.•.....• 7% 
Noone •.••..•.•.•. 70% 
56. 
Comparison with ASHA - Purdue Survey 
The United States Office of Education-ASHA study of public 
school speech and hearing services indicated many trends in 
practices of speech and hearing therapists in the United States.' 
Although the topic of the present study---the criteria used in 
selecting students for therapy---was not considered by the 
National Survey, many corresponding questions were asked on the 
general information chapter, the results of which are compared 
subsequently. The following information presents a picture of 
the nature of the present study population sample and a compar-
ison and contrast with the sample of the National Survey. It 
must be taken into consideration, however, that the present 
study existed on a much smaller scale, the number of therapists 
responding being 59, while the national study surveyed 705. 
The results of the information concerning the population 
of both studies show that more of the therapists on the present 
study were located in New England, the South, and the Midwest 
in respective order; more of the therapists have their Master's 
degree, most frequently obtained in the Midwest. There are 
four responses from Doctors of Philosophy whereas there were 
no responses from the latter on the national study. The number 
of years experience of the present sample is slightly higher, 
the average amount falling between five and seven years, but 
both studies showed a wide range of experience of the therapists 
sampled. 
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In like manner, both populations serve approximately the 
same number of schools, the present study showing as the mean 
number approximately six schools and the national study show-
ing the majority of their therapists serving from three to six 
schools. The number of cases in the total caseload with the 
present study's mean of approximately 87. 
.. 58. 
In inquiring about the frequency of therapy sessions, the 
present study did not specify group and individual sessions as 
did the other, but the results of both studies show that in 
general more therapists see their cases twice a week rather than~ 
once a week, for an average length of time of approximately 
thirty minutes. However, a significant number of therapists on 
~ both studies met with their cases only once a week. 
Grades two through six are most frequently included in the 
caseloads of the present study's therapists with the greatest 
concentration of cases being in grades one through three. The 
National Survey, however, finds its' greatest concentration of 
cases in kindergarten, grades one and two. 
To locate their students, the majority of therapists on 
both studies use screening and referral methods with approxi-
mately the same relative frequency. Although the question was 
not asked on the National Survey, it appears that the sample of 
the present study does screening mostly in kindergarten, grades 
one and two. Other specific questioning on the present study 
reveals that of those therapists using teacher referral method, 
a majority used booklets, workshops and faculty talks as a means 
of educating the faculty. Moreover, the majority of therapists 
retested after locating a child and did so in the fall. Out of 
only 35 therapists who answered a question on home programs, it 
was found that the majority of these had home programs in addi-
tion to therapy in the form of parent or home participation. 
Both the present study and the national study asked a 
question about speech improvement. However, the results show 
opposite practices. The present study found that 37 out of 59 
therapists, approximately 62%, provided speech improvement in 
the classroom, whereas 61% of the therapists on the national 
st~dy had no speech improvement program. Almost half of the 
population of the present study did not specify how they provid-
ed speech improvement, whether through the teacher or themselves. 
The population of the present study showed that articula-
tion, stuttering, voice disorders, and hearing losses were 
listed in that order of frequency in their caseloads. The 
national study was almost exactly the same, listing articulation 
and stuttering as the two most frequent disorders, but delayed 
speech was listed as the third most frequent while the present 
study showed it to be sixth. Although it is not possible to 
draw a conclusion on this fact, it may be that since a few 
therapists noted that they included delayed speech under articu-
lation, many simply did this and they did not elaborate on it, 
59. 
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a possibility which would have reduced the frequence of delayed 
speech on the data of the present study. 
On both of the studies a majority of the therapists did 
, 6o. 
not have to gain approval from anyone before enrolling the child . 
for therapy, with a significant number having to gain approval 
from the parent. A question asked on the present study shows 
that the most frequent requirement set up by administration is 
the number of cases. The therapists themselves also set up 
requirements as to the number of cases they will accept, with 
severity of disorder considered next. 
We can see from the above comparisons that many of the 
results found on these two studies were similar. Although the 
~ sample population differed significantly in number, and many of 
the questions were worded differently, it appears that the 
population samples of the present study and the national study 
have many common features. 
Table II. 
Criteria For Selection of Articulation Cases 
in Kindergarten and First Grade 
1. 30 out of 59 therapists accepted kindergarten children for 
therapy. 54 out of 59 accepted first graders. Two thera-
pists took children from grades 7 through 12 only, since 
they worked in secondary schools. 
2. 39 out of 59 therapists saw cases in both groups and indi-
vidual sessions. 9 saw them individually only, and 7 
therapists saw their cases in groups exclusively. 21 thera-
pists saw children in homogeneous groups; 20 in heterog-
neous groups; and five in both. Five did not answer. 
3. Almost all the therapists described their testing procedures; 
as a condensed test, either pictures or sentences including i 
the most common sounds in consonants, and conversational 
speech. 
4. 55 out of 59 therapists tested further after locating a 
case for therapy. Two did not answer. 
5. Testing procedures used by the therapists questioned were: 
Spontaneous speech •.•••••.•••.• 50 
Picture Naming .••..•.•••.••.••• ~7 
Imitation . ..................... 46 
Oral Examination ....•••••...•.• 44 
Auditory Discrimination ••....•. 45 
Other testing procedures named by the therapists 
included one personality and speech attitude evaluation, 
laterality, Vineland social maturity scale, coordination, 
and language evaluation. 
6. 48 therapists worked with delayed speech cases. 7 did not 
answer. 
7. 
8. 
36 
28 therapists included infantile speech cases in their pro-
grams. 9 did not answer. Four stated they did not use or 
understand the term "infantile speech." 18 did not answer. 
Criteria in order of frequency considered by therapists 
I work only with the most severe problems in kindergarten 
and or first grade. 
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25 
21 
21 
20 
18 
16 
16 
I givepreference to a child misarticulating the earlier 
developing sounds. 
I will enroll a child who cannot imitate correct production 
of a sound in isolation. 
I will work with the child in consultation with the psycho-
logical clinic. 
I will enroll a child who has poor auditory discrimination. 
If the child is missing teeth which are necessary to produce 
the defective sound, I will not accept the child for thera-
py until the teeth are grown in. 
In severe cases, I refer to clinics for a complete diagnos-
tic evaluation before accepting a child for therapy. 
I enroll a child who misarticulates the most commonly used 
sounds in speech (r) (s) (1). 
I will not give preference any one type of error in select-
ing a case for therapy. 
If child's errors fit into therapy groups already formed, I 
will give him preference over the child who would not fit 
into one of my groups. 
Unless the problem is severe, I provide speech improvement 
in the classroom. 
I give preference to a child with a lateral lisp over one 
with a frontal lisp. 
If a child appears negative or immature, I would not accept 
him for therapy. 
I will enroll a child who cannot imitate correct production 
of a sound in nonsense syllables. 
I give preference first to omissions over substitutions and 
distortions in selecting a child for therapy. 
I would take the kindergartener or first grader who had one 
or more sounds misarticulated consistently. 
I will not accept the kindergartener and/or first grader 
who misarticulates {s). 
8 
7 
7 
7 
7 
6 
4 
4 
2 
1 
0 
I will give first preference to sound distortions over 
omissions and substitutions in selecting a child for therapy. 
I give preference to a child with a frontal lisp over one 
with a lateral lisp. 
If the child can produce sound(s) correctly after imitation, 
I will enroll him for therapy because the prognosis is good. 
I do not use imitation as a criteria for selecting articu-
lation cases. 
If a child has a few minor misarticulations and imitated 
quite easily showing inconsistency in production, I would 
take him for therapy immediately. 
I will give first preference to sound substitutions over 
distortions and omissions. 
I consider socio-economic background in accepting a child 
for therapy. 
If he is being seen in guidance or psychological clinic, I 
will not accept the child for therapy. 
I will enroll only the child who has poor auditory discrim-
ination and imitative ability combined. 
If a child had a few minor misarticulations, and imitated 
quite easily showing inconsistency in production, I would 
take him for therapy immediately. 
I would work with only the most minor problems in kinder-
garten and/or first grade. 
! 
:: 
63. 
Criteria for Selection of Articulation Cases in Kindergarten 
and First Grade 
A. Background Information 
The results of the first section of the questionnaire deal-
ing with selection of kindergarten and first graders for thera-
PY indicates certain trends and practices. More than half the 
therapists sampled accepted some kindergarteners for therapy, 
and almost all of them enrolled some first graders. 
A good majority of these therapists saw their cases in both 
groups and individual sessions, an equal portion using either 
heterogeneous or homogeneous groupings. The authors found that 
due to faulty phrasing, it was difficult to determine from the 
responses whether the therapists were seeing cases individually 
and supplementing it with group therapy, or whether they were 
seeing some cases individually exclusively, and other individu-
ally exclusively. Thus, the information received from this 
question is difficult to interpret for conclusive use. 
The majority of the therapists questioned used condensed 
tests with major defective sounds (r) (s) (1) first, and then 
retested completely after locating a case for therapy. The 
question phrased, however, does not indicate whether the thera-
pists retested thoroughly after the child is enrolled, or before 
the child begins therapy. The question read "do you retest 
after locating the child" and locate could be considered an 
ambiguous term. If the therapist were to retest before actually 
enrolling the child, these procedures would be part of the 
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selective criteria, however, if testing were done after enroll-
ment, it would be a measure for therapeutic plans only. 
Testing procedures were fairly uniform, including most fre-
quently spontaneous speech, but almost equally as often other 
methods: picture-naming, imitation, oral examination, and audi- , 
tory discrimination. Very few therapists tested beyond the 
area of speech prognosis, and only one therapist utilized per-
sonality social maturity, coordination, or laterality tests. 
An overwhelming majority of the therapists worked with 
delayed speech cases, but there was some diversity in the basis 
of classification. Most frequent classifications were on the 
.basis of language retardation or severe articulatory difficul-
ties. Some, however, considered delayed speech from an etio-
logical standpoint i.e. neuromuscular difficulties, aphasic 
symptoms, while others considered it functional immaturity • 
. Certain therapists made their classification on the basis of 
number of sounds misarticulated, others on developmental level. 
Thus, semantic differences made it somewhat difficult to judge 
the significance of the answers. 
B. Criteria 
Before discussing some of the signiticant criteria selected 
by the therapists questioned, it should be pointed outthat as 
the authors anticipated, in each of the sections of the ques-
;tionnaire there was at least one therapist who commented that 
in general each case is judged individually and in toto rather 
f"' ·than on the basis of speech alone .•. "no one criterion is applied 
in all cases, the total picture is the important thing." 
Severity - From the responses to the criteria listed, it 
· appeared that in the primary grades only the most severe pro-
blems were selected by the majority of the therapists. More 
than half the therapists sampled gave preference to the most 
severe problems in the kindergarten and/or first grade. At the 
same time, no one selected working with the minor articulatory 
cases as a criteria, and only seven said they would work with the 
child showing minor, inconsistent misarticulations. In addition, 
since over half gave preference to selecting the child who mis-
articulates earlier developmental sounds, to the child who can-
not imitate in isolation, and to the child who has poor auditory 
discrimination, the results show clearly a syndrome of severe 
articulation cases. Further verifying this trend, a majority of 
the therapists worked in consultation with the psychological 
clinic, and almost half of them referred to clinics for complete 
diagnostic evaluations before accepting the child for therapy, 
indicating the complexity of the type of cases they were con-
sidering for selection. Furthermore, since forty-eight thera-
pists accepted delayed speech problems, which might be consider-
ed a severe primary grade speech disorder, this trend again 
supports the fact that severity was the most prevelant criteria 
.chosen by the group sampled. One therapist specified that she 
only accepted cleft palate and delayed speech cases in the 
primary grades, and several others indicated by additional 
comments that they preferred organic problems over functional 
~ :difficulties. 
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Imitative Ability - Prognostic measure most commonly 
used in selecting kindergarteners and first graders appeared to 
be imitation. Most all the therapists said they used imitation 
in contrast to only seven who said they did not use it as a 
criteria for selection. In this group, however, more persons 
selected imitation in isolation than did imitation in nonsense 
syllables. 
Sounds - Many of the therapists said they would give pre-
ference to earlier developing misarticulated sounds. However, 
almost half said they would enroll a child who misarticulated 
(s) (r) and (1) in the primary grades, while only 13 said they 
would not accept an (s) problem. Thus, though the therapists 
~ indicated that they did consider the developmental scale in 
making their choice of cases, they also indicated that they 
might accept the child who misarticulates the later-appearing 
sounds in their program as well. 
Though not a majority response, a considerable portion of 
the therapists said they would give preference to a child whose 
particular errors fit into the therapy groups already formed, 
thus we might question whether these therapists used sounds 
consistently as a prognostic indicator, or utilized them in 
preference for practicality of grouping. 
Type of Error - Selecting a child according to type of 
error did not appear to be a significant criteria as judged by 
·the minimal responses in the questionnaire. Of the few that 
answered, most did not give preference to any one type of error. 
Of the group that did indicate some preference, more chose 
omissions over substitutions and distortions and lateral over 
frontal lisps, though the number of responses was still low. 
Consistency - Consistency of error was selected as a cri-
teria by only a small portion of the therapists. Only one 
person considered working with the child who had inconsistent 
misarticulations. 
Other Criteria - Almost half the therapists gave consider-
ation to the oral aperture, and said they did not accept a child 
who was missing teeth necessary for the production of a sound. 
It is significant that over half the therapists said they 
would work in consultation with the psychological clinic. Since 
testing procedures were mainly speech diagnostics, this might 
indicate some evidence of teamwork and consideration of other 
factors relating to the decision of selection, particularly 
because 21 referred for further diagnostic work-ups. 
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Only four therapists said they considered socio-economic 
level in considering a child for therapy, so this would not 
appear to be a frequent criteria among the therapists questioned. 
C. Additional Criteria and Comments 
At the end of each of the questionnaire's sections, there 
was a space provided for those who wished to list any further 
criteria they might use as a basis for selecting their cases. 
The following are some of the criteria which were supplied. 
1. I might give preference to the child with an over-
anxious mother, all things being equal. 
2. Depending on parental attitudes, I might give prefer-
ence to the child whose older siblings are receiving or have 
received speech therapy for the same problem. 
3. I tend to include timid or immature children with a 
speech problem because I believe a small group will facilitate 
• their development. 
4. In the case of a heavy caseload, I screen out those 
with too many negative factors such as moves often, gives poDr 
attendance (health or truancy), no parental interest. 
5. I will give preference for therapy to lispers rather 
than a minor articulation difficulty because I have found 
prognosis for self-recovery poor. 
6. I use the total number of misarticulations as an 
evaluative criteria. 
7. I use auditory memory span as an evaluative criteria. 
8. I keep in mind that speech development is slower when 
there are vowel distortions and substitutions unaccompanied by 
hearing loss. 
Although the majority of the therapists filling out the 
questionnaire checked the criterion that they worked only with 
the most severe cases in these grades, many further elaborated 
on this statement in the open-end question saying that the 
school system discourages therapy for this age unless there is 
an organic impairment or the teacher or parent are anxious 
about the child's speech and wish him to be enrolled. 
Another criterion that was further clarified by many of 
the therapists was the stated use of speech development norms 
in making a selection. One therapist added that many children 
who on the basis of speech alone appear to need therapy, are 
not ready for it and giving it too early may hamper progress 
when they are ready. Similarly, a therapist said that keeping 
these norms in mind one is not likely to push the child too 
fast or cause the development of anxieties and unfavorable 
attitudes toward speech. 
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Table III. 
Criteria for Selection of Articulation Cases 
in the Upper Grades 
1. 31 out of 59 therapists accepted all upper graders for 
therapy. 7 therapists did not answer. 
2. 36 therapists saw their cases in both groups and indivi-
dually. 10 therapists saw them in groups, 3 saw their 
cases individually and 3 did not answer. 22 of these 
therapists saw their children in homogeneous groups, 14 
in heterogeneous groups, and 8 in both. 2 did not answer. 
3. As with screening surveys in the primary grades the thera-
pists indicated that they used the same procedure, utiliz-
ing reading paragraphs and sentences with the older child. 
4. 55 out of 59 therapists tested further after locating 
a case for therapy. 2 did not answer. 
5. Testing procedures used by the therapists in the upper 
grades were: 
Spontaneous speech .••.•••.... 50 
Reading . ..................... 46 
Oral examination •••.•.•..•.•. 42 
Auditory discrimination •..•.. 42 
Imitation •.••••••••.••..•.•.. 37 
Picture naming ..••.•••.•••••. 30 
Other procedures included personality and speech attitude tests 
and coordinations tests mentioned by only one therapist. 
6. 
38 
Criteria in order of frequency considered by therapists 
If a child has one or more consistent errors in articulation, 
I will accept him for therapy. 
If I had to make a choice, I would consider giving first 
preference to the sixth grader over the younger child, 
since this is the last opportunity for correction. 
I will work with him in consultation with the psychological 
clinic. 
I will not give preference to any one type of error in 
selecting a case for therapy. 
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24 
20 
20 
18 
14 
12 
10 
7 
1 
I will not accept a child for therapy who showed little or 
no interest in correcting his error. 
Interest or motivation does not affect my decision for 
accepting a child in the therapy program. 
I will give preference to the child who misarticulates the 
most common sounds in speech (r) (s) (1). 
If a child's errors fit into groups already formed, I will 
give him preference over the child who does not fit into 
one of my groups. 
In severe cases, I refer to clinics for complete diagnostic 
evaluations, before accepting a child for therapy. 
If a child has a few minor misarticulations, and imitates 
quite easily showing inconsistency in production, I will 
still enroll him for therapy. 
I give preference to a child with a lateral lisp over one 
with a frontal lisp for therapy. 
If a child has a few minor misarticulations, and imitates 
quite easily showing inconsistency in production, I will 
not enroll him for therapy. 
I accept only the most severe cases for therapy in the 
upper grades. 
If a child has dental abnormalities which interfere with 
production of a defective sound, I will not accept him for 
therapy. 
If the child is being seen in the guidance or psychological 
clinic, I will not accept him for therapy. 
I consider socio-economic background in accepting a child 
for therapy. 
I will not accept a child for therapy whose errors are in-
consistent. 
I give preference to a child with a frontal lisp over one 
with a lateral lisp for therapy. 
I accept only the minor problems for articulation therapy 
in the upper grades. 
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Criteria for Selection of Articulation cases in the Upper Grades 
A. Background Information 
The results of the section on criteria for selection of 
articulation cases in the upper grades indicated that more than 
half the therapists accepted all upper graders for therapy. As 
in the lower grades, most of the therapists saw their cases in 
both groups and individually, but in the upper grades the 
results showed more homogeneous than heterogeneous grouping. 
Testing procedures were quite similar to the lower grade 
evaluations. Practically all the therapists tested further 
after initially locating the child and used all forms of speech 
diagnostics with spontaneous speech and reading utilized most 
frequently. 
B. Criteria 
It is necessary to point out that the National Survey, as 
well as the questionnaire now being discussed, both showed 
articulation problems to be the most frequent disorder present 
in the caseload of the speech therapists questioned. Thus, it 
seemed likely that because therapists were able to enroll all 
upper graders, selection of one child in preference to another, 
was not a frequent occurrence, and criteria, as a result of this; 
was not as clearly formulated as it had been in the lower gradest 
In addition, the questionnaire showed grouping of problems for 
therapy quite prevelant in the upper grades, and this practice 
~ would allow therapists to enroll more children than if they 
" 
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were seeing each case individually, and at the same time elim-
inate the necessity for frequent selection of one child over 
another. 
With this information in mind, it seemed likely that a 
majority of the therapists would choose a broad, general cri-
teria which allowed for a great deal of freedom in selection of 
cases. Thus, over half the therapists said they would accept 
the upper grade child who had one or more consistent errors in 
articulation. 
Consistency - The above criteria, however, reads nif a 
child has one or more consistent errors in articulation, I will , 
accept him for therapy." Though it specifically refers to 
~ consistency as a consideration, only 13 therapists said they 
would not accept the child with minor and inconsistent misartic-
ulations, and only 3 said they would definitely not accept a 
child whose errors are inconsistent. In addition, 17 therapists: 
said they would still work with minor inconsistent problems. 
On the whole, then, it appeared that consistency was not a 
prime criteria. 
~ - A large portion of the therapists indicated that if 
they had to make a choice they would consider giving first pre-
ference to the sixth grader, over the younger child, since this 
was the last opportunity for correction. The response to this 
criteria was one of the most frequent among the statements 
listed. 
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Sounds - A number of therapists said they gave first con-
sideration to the most common sounds (s) (r) {1). Yet, an 
'·almost equal number said they gave preference to the ehild who 
fit into already formed groups. This same pattern occurred in 
the lower grades. 
Type of Error - Over half the therapists stated that they 
gave no preference to types of errors in selecting a child for 
therapy, and more people gave preference to lateral than to 
frontal lisp cases. 
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Severity - Severity did not appear to be a significant 
criteria for selecting children in the upper grades. Only 12 
said they would accept the most severe cases for therapy, and 
only one person gave preference to the minor problems. 
Other Criteria - It is interesting to note that interest 
or motivation affected the decision of 24 therapists, while 20 
said they did not consider it in selecting a child for therapy. 
Following the trend in lower grade selection, a majority 
said they would work in consultation with the psychological 
clinic, and refer severe cases for complete diagnostic evalua-
tions before accepting the child for therapy. 
In the upper grades only a small portion of therapists said. 
they would not work with the child with dental abnormalities 
which interfere with production of defective sounds, as con-
trasted with 21 who would not accept this type of child in the 
lower grades. 
C. Additional Criteria and Comments 
1. I sometimes give preference to a child who will enter 
the professions as against one who will not do so because of 
low IQ, emotional instability, or lack of interest. 
2. I consider the total picture; the child, his home, his 
teacher's interest and cooperation, availability of time in the 
school schedule, and the child's attendance record. 
Other than the above criteria which were added, the other 
remarks were elaborations or clarifications of already stated 
criteria. Two therapists said that often times the children in 
the upper grades who need speech help are those who have newly 
moved into town since most of their people have been rehabili-
tated in their speech by the time they reach the upper grades. 
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Table IV. 
Criteria for Selection of Bilingual Cases for Therapy 
1. 29 therapists said their school was situated in a bilingual 
area. 
2. 56 therapists said there were no special speech therapists 
for bilingual children. 3 therapists did not answer. 
3. 33 therapists said they would accept bilingual cases for 
therapy. 4 did not answer. 
4. Results of criteria for selection, in order of frequency 
20 I would accept the child for therapy who speaks another 
language at home and substitutes (d) for (th). 
11 I would give preference to a bilingual child with a 
complete language problem over one with an articulation 
problem. 
J I select all cases of bilingualism for therapy. 
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Criteria for Selection of Bilingual Cases for Therapy 
A. Background Information 
Though more than half the therapists said they would 
accept bilingual cases for therapy, only 3 said they would 
·accept all cases. 
B. Criteria 
Because of the limited list for the therapists to choose 
from in the criteria section, a very small number responded to 
any of the statements listed. This deficiency is indicated by 
the large number of criteria which they added to the open-end 
question. 
C. Additional Criteria and Comments 
The following are the criteria which were added by the 
therapists to those already listed on the questionnaire: 
1. I give preference to bilingual high school students 
with potential for higher education. 
2. I take permanence of residence into consideration, as 
children of transient foreign laborers offer little chance of 
improvement, while a 11d.p." is eager to perfect articulation of 
his new language. 
3. I would give preference to those children who need help 
with the sounds of (ch) (th) and (sh) as they are the ones 
which give the most trouble. 
4. If the child can imitate most of the sounds but is 
still not well acquainted with the English language, I would 
not accept him for therapy. 
5. In choosing a bilingual child for therapy, I take into 
consideration the ability of the child to speak English. 
6. In making my selection, I consider whether the other 
language is standard or dialect, and if it is one that I can 
" speak. 
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7. Only when a child is noticeably different from the 
other children in the district where he lives, and communication 
is a problem, do we consider it important to help him. 
8. If the child is self-conscious about his speech, I 
would enroll him. 
Of those adding further comments or criteria on the sub-
ject of bilingualism there seemed to be wide variation in 
opinion. Many said that this was the classroom teacher's job. 
Only one person said that she actually worked with the class-
room teacher. Others felt that this was not their responsibil-
ity at all, and they would waste too much time on these children. 
Some therapists specified that they would take the bilingual 
child only after he had gained sUfficient command of the English: 
language to make therapy desirable. 
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Table V. 
Criteria for Selection of 
Primary Stutterer Cases 
1. Nine therapists accepted all primary stutterers for therapy.· 
Thirty-four accepted some stutterers for therapy. Three 
said they would accept stutterers only if they had an ac-
companying speech problem. Two therapists did not answer. 
2. Testing procedures used to select primary stutterers were: 
Conversation •.•.•••••••.•....•..••....••... 47 
Oral Reading . .............................. 31 
Pictures with emotionally laden content ••.. 21 
Role-Playing . .............................. 14 
Projective Testing ...•••.•....•..••..•..... 10 
Other testing procedures named were "propositional speech", 
observation in the classroom, fast answers to questions, 
and "reactions to family." 
Criteria listed in order of frequency 
If the child regarded himself as a stutterer, I would enroll 
him in therapy regardless of age. 
I do not enroll primary stutterers, but work with parents 
or teachers instead. 
I would accept a primary stutterer with articulatory errors 
and place him in an articulation group. 
If the primary stutterer has a poor home relationship and 
parental counseling were not possible, I would accept him 
for therapy. 
. 20 I would not accept a primary stutterer if he was not aware 
of his repetitions or non=fluencies. 
16 
I would not work with a primary stutterer but I would check 
his progress intermittently. 
If a primary stutterer has a good relationship with the 
teacher, and a good home situation, I would not accept him 
for therapy. 
14 I would work with the primary stutterer if the principal or 
~ teacher or parent requested it. 
:: 
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12 
10 
10 
I do not make my decision to enroll a child on the basis of 
the apeech symptom itself, but primarily on the conditions 
in the home environment which might affect his speech. 
I would not take a primary stutterer if he was being seen 
by the guidance or adjustment services. 
I would work with the primary stutterer if I could confer 
with psychologist or adjustment service(guidance). 
If people who come in contact with the child react to his 
non-fluencies I will accept him for therapy. 
I would not work with a primary stutterer in the kinder-
garten, first or second grades. 
I make my decision to enroll the child for therapy on the 
basis of the frequency of non-fluencies of speech alone. 
81. 
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Criteria for Selection of Primary Stutterer Cases 
A. Background Information 
Only a small portion of the therapists sampled accepted 
all primary stutterers for therapy, but a good majority accepted 
some in their program. 
Conversation was the most common method of diagnosing 
stutterers, though oral reading was used by over half of the 
therapists. It is interesting to note, however, that unlike 
articulatory testing, many of the therapists utilized some form 
of projective testing, most commonly pictures with emotionally 
laden content. 
B. Criteria 
Since more than half the therapists said they worked with 
parents and teachers rather than directly with the child, while 
41 said they accepted all or at least some primary stutterers in 
the general question above, there appears to be some inconsist-
ency or misinterpretation of the questions. The authors con-
eluded that perh~ps the question was interpreted differently by 
the various therapists, some considering the child enrolled 
even if only the parents were being seen, and others excluding 
them for the enrollment number if parental counseling were the 
only service offered. Thus, we cannot be sure how many children 
are being seen by the therapists directly. 
A good majority, however, said they would enroll the child 
if he regarded himself as a stutterer regardless of age, while 
:r 
only nine said they would not work with the primary stutterer 
.in kindergarten, first or second grades. Thus, age does not 
appear to be a common criteria used by the therapists in this 
group. 
Rather, the basis of selection for most of the therapists 
was the child's reaction to himself and his non-fluencies in 
preference to severity of the speech problem, or the environ-
mental factors contributing to it. This tendency seems to be 
supported by a sizeable number of therapists who said they 
would not accept the primary stutterer whowas unaware of his 
repetitions. In addition only a small portion of the therapists 
said they based their decision on environmental conditions, and 
~ an even smaller number who made their selection on the basis of 
the frequency of the non-fluencies alone. Finally, only ten 
therapists said they would accept the child for therapy if 
others who came in contact with the child reacted to his non-
fluencies and only fourteen said they would accept the child if 
outside sources requested it. 
:: 
Almost half the therapists said that if parental counseling 
were not possible and home environment was a poor one, they 
would accept the primary stutterer for therapy. However, a 
smaller number of therapists said that they would not accept 
the child if home conditions were favorable and the relationship 
with his teacher was good. Since a considerable number of the 
therapists answered one of these questions, we may assume that 
home relationships appear to have some bearing on enrollment 
and therefore are an important criteria working in two differ-
ent manners. 
It is interesting to find that almost a majority of the 
therapists said they would accept primary stutterers with arti-
culatory errors and place him in an articulation group. 
Contact with other agencies such as psychological clinics 
or adjustment services did not appear to be a prerequisite 
since only ten therapists said they would work with the primary 
stutterer if they couldronfer with the psychologist, and only 
twelve said they would not work with the child if he were being 
seen by such services. The fact that these agencies were not 
significantly considered is interesting in that these same 
therapists were very psychologically oriented in their testing 
procedures. Even the criteria chosen by them in general were 
less speech centered and the emphasis seemed to lie rather on 
interpersonal relationships. 
A good proportion of the therapists said that though they 
did not accept the child for therapy, they would check his 
progress intermittently. 
c. Additional Criteria and Comments 
It would seem from the responses to the open-end question 
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that the therapists are tending toward some uniformity in that 
they are usually not working directly with the primary stutterer: 
I 
but with parents and teachers instead. However, if they are 
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working with the child, it is not nsymptomatic 11 but nrelation-
shipn therapy, with emotional support, play therapy, etc. 
The various aspects of this problem which were considered 
by the therapists who answered were: 
1. child's own attitude toward speech 
2. child's general success in school 
3. sibling and classmate relationship 
4. family attitude 
5. general ability 
6. language development 
The only additional criteria mentioned for enrollment of 
primary stutterers were: 
1. Child must voluntarily decide to receive 
speech therapy. 
2. I will often include primary stutterers in 
heterogeneous groups for observation as an 
aid in working with parents and teachers 
relative to the case. 
One therapist said that he no longer uses the term "pri-
mary stutterer", and another stated that although he uses the 
term, he regards few children as primary stutterers in that they 
are completely unconscious of their repetitions. 
Table VI. 
Criteria for Selection of 
Secondary Stutterer Cases 
1. 23 therapists accepted all secondary stutterers for therapy. 
30 accepted some. 6 did not answer. 
2. 35 therapists saw their cases in both groups and individu-
ally. 12 saw them only individually, and 6 saw them in 
groups. 
3. Methods of testing for secondary stutterers were: 
4. 
48 
4o 
24 
16 
10 
1 
1 
1 
Conversation ..••...•••.••••••..•.•...•..••• 56 
Oral reading . .............................. 49 
Pictures with emotionally laden content, ... l5 
Projective techniques .•.•.••..•.••.•.•.••.• ll 
Role playing . .............................. 10 
Criteria for selection in order of frequency considered by 
therapists 
I accept all secondary stutterers who show interest and 
concern over their speech problem. 
If a child were aware of his non-fluencies and reacted to 
them with secondary symptoms, I would accept him regardless 
of his age. 
I would work with the secondary stutterer if I could confer 
with the psychologist or adjustment service (guidance). 
I would accept a secondary stutterer with articulatory 
errors and place him in an articulation group. 
I would not work with a secondary stutterer who showed little 
or no concern in overcoming his problem. 
I would not take a secondary stutterer for therapy if he 
were being seen by a guidance or adjustment counselor. 
I do not work with secondary stutterers but counxel the 
parents and teachers instead. 
I do not accept secondary stutterers in elementary school 
grades. 
I refer all secondary stutterers to outside speech clinics. 
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,Criteria for Selection of Secondary Stutterer cases 
A. Background Information 
Almost half the therapists questioned accepted all second-
ary stutterers and a majority accepted some in their program. 
This conclusion is supported by question number seven on the 
general information portion of the questionnaire in which 
stuttering ranked second in frequency of patient caseload. 
Testing procedures most frequently included conversation 
and oral reading, and a small portion of the therapists used 
role playing, projective techniques and pictures with emotion-
ally laden content. 
B. Criteria 
As in the case of the primary stutterer, an even larger 
majority of the therapists considered as their basic criteria 
the stutterer's interest and concern over his speech problem. 
However, very few gave any stipulations for acceptance, as they 
did with problems of mild non-fluencies. 
A great majority said they would accept secondary stutter-
ers regardless of age, and only one person said she would not 
accept secondary stutterers in the elementary grades; thus, it 
would seem from the above data that age was not a significant 
criteria for selection. 
Only one therapist counselled parents and teachers instead 
of enrolling the child himself, and only one therapist referred 
-· .. --
stutterers to speech clinics. A small portion said they would 
not accept the stutterer who showed little concern over his 
problem or one who was being seen by a psychologist, but almost 
half said they would accept the secondary stutterer if they 
could confer with the psychologist. It would appear that 
because of the severity of the non-fluencies, therapists were 
more concerned with psychological personnel assistance than 
they had been in the case of the primary stutterer. The state-
ment reads, however, "I would work with the secondary stutterer 
if I could confer with the psychologist or adjustment service", 
and does not necessarily imply that the therapist would not 
accept the child unless she could confer with the psychologist. 
~ Thus, it is difficult to interpret the degree of communication 
or reliance that occurs between the speech therapist and the 
psychologist or guidance counselor. 
It was interesting to note that 16 therapists said they 
would accept secondary stutterers and place them in articulation 
. groups. 
c. Additional Criteria and Comments 
There were only two therapists who elaborated on their 
criteria for selection of secondary stutterers. Although there 
were no new criteria added, one of the therapists justified her 
putting secondary stutterers in an articulation group by saying 
that she might do this because she feels in some cases the poor 
articulation is contributing to the stuttering problem. 
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The second therapist answering this section expounded more 
of her credo than her criteria for selection by saying that: 
"Severe stutterers can often benefit from some 
alteration of the symptom, gaining an objective 
view of himself and his listeners, support in 
social and vocational situations. The therapist 
should see the "person", not just his speech ... 
... if we can help the person without changing 
the speech one bit it should be most rewarding." 
Table VII. 
Criteria for Selection of Voice Cases 
1. Fifty-five therapists accepted cases of voice therapy. 
2. The types of voice disorders accepted for therapy included: 
Nasality .........•.. 55 
Hoarseness ...•..••.. 44 
Very high pitch ...•• 42 
Breathiness ......... 37 
Harshness ......•...• 31 
Soft voice •..•...... 28 
3. Thirty-six therapists either stated no preference for voice 
disorders or did not answer the question. Thirteen mention-
ed nasality, ten included hoarseness , 3 said their criteria 
was severity rather than type of disorder, 23 did not answer. 
4. Invalidated. 
5. Testing procedures for voice disorders include: 
6. 
22 
16 
12 
Conversation •......•.•••••..........•.....•.• 51 
Oral Reading . ................................ 49 
Imitation . ................................... 30 
Singing ..................................... . 18 
Pictures with emotionally laden content ...... lO 
Other procedures mentioned were oral examination and speech 
attitude tests. 
Criteria listed in order of frequency 
I will accept organic voice disorders for therapy. 
I would work on problems of volume through the classroom 
teacher only. 
If a child had a problem of pitch, I would wait till after 
puberty to enroll him for therapy. 
If a child is not able to produce a loud voice with ease in 
the testing situation, I would accept him for therapy. 
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11 I will work with only the voice cases I am most familiar with. 
~ 11 I will work with only the most severe voice disorders. 
10 
2 
8 
1 
6 
4 
4 
I would not work with a child with a soft speaking voice. 
I will enroll only functional voice disorders. 
I will not work with voice disorders of emotional or psycho-
logical origin. 
I generally refer voice cases because this is long range 
therapy which requires more time than the therapist has 
available. 
I will not accept voice disorder cases before conferring 
with a psychologist or guidance department. 
If a child is able to produce a loud voice with ease in 
the testing situation, I would accept him for therapy. 
I will work only with the mild voice problems. 
91. 
" 
Criteria for Selection of Voice Cases 
A. Background Information 
Almost all the therapists questioned accepted cases of 
voice disorders for therapy. Almost all the varied types of 
voice problems were accepted for therapy without any preference 
stated by most of the therapists for a particular type of dis-
order. 
The most frequent voice disorder included in the program 
was nasality, mentioned by almost all the therapists sampled, 
while hoarseness ranked second. 
Conversation and oral reading were the most frequent means 
of testing for voice disorders, but more than half of the ther-
apists used imitative measures as well. Other methods included 
singing, pictures with emotionally laden content and oral 
examination. 
B. Criteria 
Although most all of the therapists reported enrolling at 
least some voice cases in their program, and a general inform-
ation question ranked voice disorders as third in the caseload, 
criteria for selection was not as clearly presented in the 
results of their responses. Less than half of the therapists 
responded to the portion on criteria, thus, it is difficult to 
draw any conclusions from the small population's answers. The 
most frequently chosen criteria was the statement "I will accept: 
~ organic voice disorders for therapy", in contrast to the minimal 
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selection of the criteria dealing with functional voice dis-
orders. However, the former statement said 11 I will accept", 
while the latter read "I will enroll only •.. ", and since they 
are not parallel sentences, it is invalid to assume that those 
who enroll organic voice disorders do not enroll other types, 
or give preference to organic disorders. 
Severity was apparently a less significant criteria for 
selection of voice cases, since only a very small number said 
they worked with only severe cases, and an even smaller number 
worked with only mild problems. Therapists in this group do 
not seem to refer to clinics judging from their responses to 
this que~tion, and most of them accept voice cases without first 
~ consulting with psychological or guidance departments. 
Problems of volume seemed to be worked through the class-
room teacher only, according to the rating of the criteria and 
also the small percentage of therapists who mentioned it as part 
of their caseload in question number two above. 
c. Additional Comments and Criteria 
The following criteria were added by the therapists in 
this section: 
1. I try to determine prognosis ..• we need to be certain 
we can be successful before subjecting the child to 
therapy. 
2. I do not accept voice cases due to allergy. 
3. If disorder consisted of a speech problem as nasality 
due to enlarged tonsils and adenoids, I would urge 
medical care first and then enroll to teach better 
voice habits. 
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One therapist also added that very few voice cases were 
referred to her for therapy. 
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Table VIII. 
Criteria for Selection of Cleft Palate Cases 
1. Thirty-six therapists accepted all cleft palate cases for 
therapy. Twenty-one accepted some cases for therapy. Two 
did not answer. 
2. Forty-six therapists said there was not a special speech 
therapist for cleft palate cases. Two did not answer. 
Criteria listed in order of frequency 
18 
11 
2 
I will work with the cleft palate child if he has a speech 
defect. 
I do not have any cleft palate children in my caseload at 
the present time, but if I did, I would enroll him for 
therapy. 
If a child can receive help through a home program, I will 
accept him for therapy. 
I refer all cleft palate cases to clinics for therapy. 
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Criteria for Selection of Cleft Palate Cases 
A. Background Information 
A good majority accept all cleft palate cases for therapy, 
and the remaining number reported enrollment of some cleft 
palate speech problems. 
B. Criteria 
From the rating of criteria, it appears that there is 
little question about enrolling thist,ype of problem, rather than 
referring them to clinics or excluding them from the public 
school program. 
C. Additional Criteria and Comments 
Most of the therapists answering stated that they would 
wait until after medical care was completed before taking the 
child for therapy. However, one added that although she usual-
ly waited, she felt that early retraining was advisable because 
the longer you wait the harder the retraining process. Another 
said that if the child had a long history of therapy she would 
not take him for therapy. It was also added here by one ther-
apist that she frequently does auditory training and articula-
tion with the surgeon. One of the therapists said she tended 
to give priority to the improvement of the cleft palate child's 
articulation. 
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Table IX. 
Criteria for Selection of Hearing Loss Cases 
1. Fifty-four therapists employed pure tone testing in their 
schools. Four did not answer. 
2. The one therapist who said pure tone testing was not em-
ployed said the children were sent to a clinic for a com-
plete check. 
3. Twenty-seven therapists said there was a special speech and 
hearing therapist in the school system. Two therapists did 
not answer. 
Criteria listed in order of frequency 
34 
31 
27 
19 
2 
4 
1 
If a child's speech is affected by a hearing loss, I would 
accept him for therapy. 
If a child's academic performance is affected by a hearing 
loss, I would accept him for therapy. 
If a child had a progressive hearing loss, I would enroll 
him for therapy. 
If he were referred by a medical doctor, or another speech 
clinic, I would automatically accept him for therapy. 
If a child were wearing a hearing-aid, I would enroll him 
for therapy. 
I do not accept children for lip-reading therapy. 
I do not entoll children who are hard-of-hearing for speech 
therapy. 
I refer all hard-of-hearing children to other speech clinics. 
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Criteria for Selection of Hearing Loss Cases 
A. Background Information 
Most therapists in this group employed pure-tone testing 
in their schools, and the one exception said she referred them 
for a complete check. Over half of the therapists said there 
was a special speech and hearing therapist in their school 
system, significantly more than the responses on the other 
sections to the same question. 
B. Criteria 
Most of the criteria suggested were responded to affirma-
tively by at least half the therapists questioned. Primary 
criteria was accepting the child if his speech was affected by 
the hearing loss, but progressive hearing losses, poor academic 
performance, and medical referrals all seemed to warrant speech 
therapy according to this population. Less than half, however, 
considered wearing a hearing aid a criteria for enrolling the 
child in therapy. As in practically all other types of speech 
disorders, referrals to outside clinics was not a common prac-
tice. 
c. Additional Comments and Criteria 
The following two criteria were the only ones volunteered 
in this section. The therapists who suggested these said: 
1. Age of onset of loss enters into my decision to enroll 
the child for therapy. 
2. Medical certification and parental permission are 
:0 c='·" c--·ca~}i~:-~~ fo~.,-a,~~=l~-c-.~~--~:._ e~rolled in a lipreading 
One therapist stated that she gave all who need it speech 
therapy, speech reading lessons and assistance in language and 
vocabulary. 
Another added that she refers her cases to audiology 
clinics for hearing-aid evaluations and the few who seem to be 
performing successfully with only the use of an aid are re-eval-
uated each year. 
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Table X. 
Criteria for Selection of Cerebral Palsy Cases 
:1. Nine therapists accepted all cerebral palsy cases with 
speech problems. Thirty-one accepted some. Eight did not 
answer. 
2. Nineteen have special speech therapists for cerebral palsy 
cases in their school system. 
Criteria listed in order of frequency 
:-
26 
12 
1.. 
!i6 
J 
If cerebral palsy is causing a severe speech problem, I 
would enroll him for therapy. 
If a cerebral palsy child has a speech defect, I will accept 
him for therapy. 
If the cerebral palsy child has an articulation problem, I 
will enroll him for therapy in an articulation group. 
If speech problem is severe, I refer him to another clinic. 
If a home program can be carried out by parents, I will 
accept the cerebral palsy child for therapy. 
I refer all cerebral palsy cases with speech problems to 
clinics. 
The demands of my caseload do not allow me sufficient time 
to include cerebral palsy cases for therapy. 
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Criteria for Selection of Cerebral Palsy Cases 
A. Background Information 
Only a small portion of therapists accepted all cerebral 
palsy children with speech problems, but over a majority ac-
cepted some. The remaining group said there was a special 
therapist assigned to cerebral palsy cases. 
B. Criteria 
The criteria most often selected by the therapists seemed 
to be working with the severe speech problems individually. 
However, over a majority said they would accept the cerebral 
palsy child with any speech defect and almost an equal number 
said they would enroll him in an articulation group if he had 
an articulation problem. 
If the problem was severe, a small portion said they would 
refer the case to clinics, but only six said they refer all 
cerebral palsy cases to clinics. Only three felt that their 
caseloads did not allow them time to work with cerebral palsy 
cases. 
C. Additional Criteria and Comments 
The only therapist commenting on this section said that she 
would consider taking only a mild cerebral palsy involvement; 
otherwise her caseload is too large to do justice to therapy 
with the child. 
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Table XI. 
Criteria for Selection of Mentally Retarded Cases 
l. Five therapists accepted all mentally retarded cases for 
therapy. Thirty-one accepted some. Twelve did not answer. 
2. Forty-seven therapists said there was no speech therapist 
assigned to mentally retarded cases. 
3. Only 20 therapists answered this question, many of them ex-
plaining that the school system already sets limits so it 
is unnecessary for them to do so. IQ limits were suggested 
by some ranging from 50 to 70. A few therapists said they 
would enroll trainables and educables, and one set her 
limit at an MA of 7 years. 
Criteria listed in order of frequency 
20 I will work with children whose articulation performance is 
not up to mental age rather than chronological age. 
18 I provide speech improvement in the classroom for the ment-
ally retarded. 
17 I work only with mentally retarded children with speech 
difficulties. 
1 
Since mentally retarded children in my school have a langu-
age program with daily help from the classroom teacher, I 
do not enroll them in therapy. 
I will not accept mentally retarded cases with language 
problems. 
I refer mentally retarded cases with speech problems to 
clinics. 
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Criteria for Selection of Mentally Retarded Cases 
A. Background Information 
Only five therapists accepted all mentally retarded cases 
for therapy but over half accepted some in their caseload. 
Majority of school systems in which this population works 
have no special therapist for mentally retarded cases. 
B. Criteria 
Only a small portion of the group responded to the criteria. 
A good majority of those answering, however, provided speech 
improvement for the mentally retarded in the classroom. Another 
frequent criteria selected was working with the child whose 
articulation performance is not up to mental age. 
More therapists worked on speech problems as opposed to 
language difficulties, but only three said they would not ac-
cept a mentally retarded child with a language problem. 
Referrals to clinics are apparently not customary in this 
group. 
C. Additional Criteria and Comments 
Of those therapists responding to this section, most seem 
to be working with the mentally retarded child only if they 
feel that the child will benefit from a once a week session. 
They add that they ask teachers to refer only those children 
who might be helped. 
One therapist said that if progress with the child is 
extremely slow, she would enroll him every other semester • 
..... ~~- --. 
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Another stated that if the child's attention is poor, or it is 
too distracting and upsets the regular routine, she would 
perhaps put off taking this child depending on severity and 
speech difficulty. 
Procedures were explained by one therapist who said she 
has a kind of nspeech improvement" program with these children 
where she gives demonstration lessons in the classroom once or 
twice a week and the classroom teacher carries on the other 
days. In-service courses, staff meetings and individual con-
ferences with classroom teachers are a part of this program. 
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Supplementary Materials and Comments 
In addition to the general responses to questions, several 
therapists returned the questionnaire with supplementary remarks, 
materials and comments relating to the discussion of criteria. 
The most significant and pertinent of these data are summarized 
below. 
The public schools of the District of Columbia distribute 
a mimeographed list of criteria to be used in selecting a child 
for therapy. The Speech Department recommends: 
y 
111) Taking the older child in preference to the younger 
speech case who has time to mature. 
2) Postponing speech therapy where children have 
dentition problems contributing to a speech 
problem until problems have been completely 
corrected. 
3) The child's ability to discriminate and produce 
certain sounds usually develops at a given rate 
... Speech correction is not considered beneficial 
prior to child's readiness. 
4) Once a child is taken for speech work, he should 
remain an active case until his speech is satis-
factory. 
5) First select those cases classified as having the 
most severe speech handicap .•. Then if the caseload 
is still not filled up, take the next group. 
6) Small groups are recommended for mild articulatory 
cases. Organic cases may need individual services. 
y 
Public Schools of the District of Columbia, Teachers 
College, Washington, D.C., Department of Speech Education. 
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7) Kindergarten children who have a severe speech 
problem should be enrolled. 11 
Another therapist commented: 
"Many times I feel the important consideration 
is not "will I take this child for therapy? 11 
but "How long will I continue therapy with this 
child?" In cases of delayed speech, voice 
disorders and stuttering it seems particularly 
important to evaluate my progress very real-
istically and to terminate those cases who are 
not responding after a reasonable length of 
time. Perhaps another way of saying this is 
that I don't feel it is possible to perform 
diagnosis and prognosis at the same time. 
Sometimes a very severe disorder where reason 
would dictate "hands off" considering our 
limited time has responded very successfully 
to therapy. Mild or moderate disorders, on 
the other hand, sometimes involve factors the 
therapist cannot overcome, such as regular 
beatings in the home or the value systems of 
children from particular socio-economic back-
grounds.11 
Perhaps one of the most interesting responses came from 
a supervisor of a speech and hearing program on the West Coast. 
She begins: 
"Since criteria is defined as a rule or 
standard for making a judgment, it would seem 
to me that our concern is first with the whole 
area of speech handicapping conditions and 
certain standards that are considered: the 
initial identification, differential diagnosis, 
case history material, tentative diagnosis, 
prognosis for success in therapy, and deter-
mination of a plan for therapy i.e. group, 
individual,heterogeneous, homogeneous or what-
ever." ..•.•..•. The size of the caseload is 
determined by the severity of the speech or 
hearing handicap and whether or not individual 
sessions are needed •.•• we emphasize the im-
portance of service to severe handicaps rather 
than those of a maturational nature •..•. " 
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This therapist points out that the program she heads is oriented 
to a clinical aspect of speech therapy, and a broader view of 
the problem. She comments, "It appears to me that criteria 
involves much more than a decision between a lateral or frontal 
lisp or a first or sixth grader. 11 She suggests that criteria 
be concerned with factors of mental ability, presence of organic 
disability, emotional factors, medical history, parent interview 
and the defect itself in relation to all these factors. She 
further elaborates on the need for a clinical approach in the 
selection of stutterers, cleft palate, hearing loss and cerebral 
palsy, utilizing parent conferences, psychological evaluations, 
and complete case histories. 
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CHAPTER V 
SUMMARY AND CONCLUSIONS 
Summary 
The purpose of this study was to discover the various 
criteria used by public school therapists in selecting their 
cases for therapy, and assemble these criteria through the use 
of a questionnaire survey. 
The initial procedure involved the development of the 
open-end questionnaire, constructed with the use of material 
drawn from the related literature. This questionnaire, com-
posed of general questions on methods and criteria was given 
~ in personal interview form to 12 public school speech and 
hearing therapists in a pilot study. The answers to these 
questions were taken into consideration when formulating the 
final questionnaire, a briefer form of the pilot study with all 
the criteria used by the pilot study therapists presented in 
such a way that the person answering could easily check it. 
The final questionnaire was mailed to 110 public school speech 
and hearing therapists in 48 states, selected from membership 
in the American Speech and Hearing Association. Fifty-nine of 
these were returned, analysis being made in the form of tabula- · 
tion numerically, citing of general trends and most significant 
criteria found. 
On the following pages are listed the most significant 
~ criteria found in the analysis of those questionnaires returned., 
·- :f 
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The authors cite those criteria which are most frequently used 
as well as those criteria which are not used. 
109. 
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Section I. Articulation; Kindergarten and First Grade 
1. The majority of the therapists accepted at least some 
kindergarteners and first graders in their program. 
2. Therapists used thorough speech diagnostic measures. 
3. The majority of the therapists selected only the most 
severe speech problems in the primary grades. 
4. Imitative ability was most frequently used as a criteria 
for selecting primary grade cases. 
5. Auditory discrimination was frequently chosen as a criteria. 
in selecting a child for therapy. 
6. A majority of the therapists gave preference to the child 
who misarticulated earlier developing sounds, but also in-
cluded children with later-appearing sound misarticulations,~ 
7. Selecting a child according to type of error did not appear 
to be a significant criteriaanong the group studied. 
8. Consistency of error was not judged as a frequent criteria , 
in selection of cases. 
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9. Consultation with other services, such as diagnostic clinic~ 
and psychologists seemed to be common enough to indicate a : 
more clinical approach to diagnosis and selection of cases.: 
Section II. Articulation; Upper Grades 
1. 
2. 
3. 
4. 
5. 
6. 
A majority of the therapists questioned accepted all upper , 
graders for therapy. 
Therapists used thorough speech diagnostic measures. 
A large majority of the therapists accepted the upper grade 
child with one or more consistent errors in articulation. 
Selection, if necessary, appeared to be based on age, 
giving first preference to the older child. 
First ~reference was often given to the most common sounds (s) (r) (1), and to the child whose sound misarticulation 
could be fit into already formed groups. 
Consistency was not chosen frequently as a significant 
criteria in selecting a child for therapy. 
7. Type of error did not appear to be a major consideration 
in deciding who to include in the caseload. 
8. Severity did not appear to be a significant criteria for 
selecting children in the upper grades. 
Section III. Bilingualism. 
1. Over half the therapists questioned accepted some bilingual 
cases for therapy. 
2. From additional comments and rating of criteria it may be 
that more therapists give preference to articulation rather 
than language therapy. 
3. Bilingual cases may be given last preference in comparison 
with other types of speech disorders. 
Section IV. Primary Stuttering 
1. Primary stutterers are seen by a majority of therapists 
either directly or through parent and teacher counselling 
(an approximate number is difficult to estimate due to the 
inconsistency in results, or possible misinterpretation of 
questions). 
2. Basis for selection appears to be the child's attitude and 
reactions to his non-fluencies, rather than age, or 
environmental conditions contributing to it. 
3. Contacts with outside agencies such as psychological or 
adjustment services are limited. 
Section V. Secondary Stuttering 
1. 
2. 
Most therapists in the group sampled accept secondary 
stutterers in their program. 
The majority of the therapists chose to work with them 
directly rather than counselling parents only, or referring 
them to clinics. 
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3· The basic criteria used to select secondary stutterers for 1 
therapy appeared to be the stutterer's own interest, aware-i 
ness and reactions to his non-fluencies. 
4. Age did not appear to be a significant criteria in the 
selection of secondary stutterers for therapy. 
:t 
, 5. A majority of the therapists indicated an interest in 
psychological personnel assistance in deciding whether or 
not the stutterer should be enrolled in therapy. 
Section VI. Voice Disorders 
1. Most of the therapists accept cases of voice disorders 
showing no preference to any one type of problem. 
2. Nasality is the type of voice problem which is most fre-
quently included in the program. 
3. Severity is not a significant criteria for selection of 
voice cases according to this sample. 
4. Problems of volume are worked on through the classroom 
teacher. 
5. Referrals are not common among these therapists. 
Section VII. Cleft Palate 
1. The therapists in this group are working with cleft palate 
cases rather than referring or excluding them. 
2. The majority of school systems in which these therapists 
work do not have special speech therapists for cleft palate; 
cases. 
3. From the wide response to the open-end question it may be 
assumed that the therapists work closely with medical 
authorities as their primary criteria for selecting these 
cases. 
Section VIII. Hearing Loss 
1. Almost all the therapists in this group employ pure-tone 
audiometric testing in their schools. 
2. Almost half of the therapists have a special hearing thera~, 
pist in their school systems, therefore, from this sample : 
it can be concluded that there are more school systems that! 
have special hearing therapists than special therapists fori 
any other disorder. · 
3. Affect on speech, progressive hearing loss, poor academic 
performance and medical referral in that order are all 
significant criteria for enrollment in therapy. 
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~ 4. Referrals to outside clinics are uncommon among these 
1~ -
therapists. 
Section IX. Cerebral Palsy 
1. Most therapists in this group accept some cerebral palsy 
cases. 
2. A majority of these therapists enroll the severe cerebral 
palsy child for individual therapy. 
3. A significant number of therapists enroll the child with 
an articulation problem in an articulation group. 
Section X. Mentally Retarded 
1. 
2. 
3. 
4. 
Although few therapists work with all mentally retarded 
cases, a majority work with at least some. 
This group of therapists does not have special therapists 
for the mentally retarded in their school systems. 
Speech improvement was used significantly with these cases •. 
Most significant criteris used was the child's articulatory 
performance compared to his mental age. 
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Conclusions 
From the results of the survey certain general trends and 
practices appeared most frequentlyanong the various therapists 
questioned. 
Criteria for selection of articulation cases seemed 
particularly uniform among the therapists surveyed. The most 
important factor considered in the selection of articulatory 
problems in the primary grades was severity. In determining 
the severity of the problem, therapists as a whole, seemed to 
utilize thorough testing procedures, contacts with psychological 
and other services before making their decision. A large 
number of therapists, however, explained that though they chosei 
specific criteria that applied most often, different factors 
were considered most significant at different times, and no 
one "rule" stood in operation consistently. 
In the upper grades, the results showed that almost all 
the therapists accepted upper graders without stipulations. 
From this, it might be concluded that upper grade articulation 
cases were given first preference in the caseload, and if 
decisions for selection had to be made, they were based most 
often on age. 
Primary and secondary stutterers also appeared to be given' 
preference by the therapists sampled. Primary stutterers were 
either seen directly or aided through parental and teacher 
counselling, but the decision for selection did not seem to be 
based on the results of formal testing measures, but more sub-
jective methods in order to determine the child's own reactions 
to his non-fluencies. 
Secondary stutterers were similarly accepted in the thera-
py program by almost all the therapists, and selected on the 
basis of their own reactions to their non-fluencies. Hearing 
problems also placed high in the caseload, and the large major-
ity of the therapists accepted hearing loss problems if severe 
enough to affect the speech of the child. 
Since voice disorders ranked third in frequency in the 
therapy caseload, it was surprising to find that criteria for 
selection of voice disorder cases was so inconsistent. Nasality 
was mentioned most frequently, but most of the therapists gave 
no preference to type of voice disorder. 
In considering the remaining disorders which might appear 
in the therapist's caseload (cleft palate, mentally retarded, 
and bilingualism), the therapists did not indicate any clear-
cut trend in their selective procedures. The small response to 
criteria listed might indicate that few of the therapists 
encounter these type of cases in the public school, and there-
fore, do not have to make decisions. At least a few therapists 
accepted some of the representative speech disorders mentioned, 
and their comments seemed to indicate readiness to accept this 
type of child if he were located. Thus, it might be concluded 
that definite criteria could not be formulated because of the 
infrequent need for making the decisions. 
- -- _..,.,_"'- -~-
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Referral of cases to outside speech clinics was anticipated 
to be a means of handling the excess number of cases that could 
not be fit into the therapist's caseload because of limited 
openings, or the severity of the problem. Nevertheless, refer-
ral for either diagnosis or therapy appeared to be an infrequent 
procedure. This tendency might also indicate that therapists 
rely mainly on their own judgments in selecting a child for 
therapy. 
On the whole, this study did not reveal many specific cri-
teria used consistently by therapists in selecting their cases 
for therapy. Apparently, criteria varies from case to case, as 
was indicated by many of the comments made by the therapists 
pointing out that they used almost all the criteria listed at 
one time or another. Perhaps as the therapist from the West 
Coast commented, "Criteria involves much more than a decision 
between a lateral or frontal lisp or a first or sixth grader." 
116. 
Limitations 
1. The major limitation in the present study was the sparcity 
of material, both theoretical and experimental, concerning 
the problem of selecting children for speech therapy. The 
only questionnaire type study dealing with the practices 
and procedures employed by present day speech and hearing 
therapists was conducted by ASHA and Purdue in the National 
Survey. However, this study did not pursue specifically 
information concerning criteria for selection of cases, 
making the present study the first of its kind. Thus, the 
authors could not rely on prior studies or pre-determined 
criteria to insure a thorough investigation of the problem. 
2. The pilot study, from which the majority of the final cri-
teria was derived, included only a small sample (12 thera-
pists). Perhaps more criteria could have been assembled, 
and more issues raised concerning the problem of selection, 
if a larger population had been interviewed. 
3. Another limiting factor in the pilot study was the geograph-
ic distribution of those therapists personally interviewed. 
All of the therapists worked in the New England area and 
although many of them had received training from other 
parts of the country, their criteria and viewpoints may 
have been influenced by regional factors. 
4. The mail-form questionnaire included a small sample (110 
therapists). Although it was distributed nationally, the 
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population was small in comparison with the sample of the 
National Survey (705 therapists). 
5. In the final analysis of the questionnaire results, it was 
found that there was not enough uniformity in the wording 
of the questions. Although the information pursued was the 
same for each of the disorders, the questions were not 
consistently phrased in the same manner, making it somewhat 
difficult to correlate and compare the results obtained. 
Other questions were found to be too general and ambiguous 
to be interpreted significantly. 
6. The actual construction of the questionnaire may have been 
a limiting factor. There was a great deal of diversity in 
the reactions of the therapists to the method of inquiry; 
some respondees suggested more specificity, others felt that 
it was too limiting because of the very specificity of the 
questions. In analyzing the various responses of the ther-
apists sampled, it appears that although a majority checked 
specific criteria, a significant number also added that in 
their actual selection no one criteria applied in all cases. 
The final decision to enroll the child for therapy was 
contingent upon the individual child, his needs, and the 
particular situation. Nevertheless, more skillful con-
struction of the questionnaire may have resulted in more 
significant findings. 
118. 
Suggestions for Further Research 
1. Variation of questionnaire type study using personal inter-
views as the method of inquiry with wider geographic dis-
tribution and larger sample. Through direct contact, more 
information and a truer picture of the therapist's attitudes 
and rationale for selection of cases might be obtained. 
2. Another variation of questionnaire type study using mail-
form distribution might be used, but utilizing more speci-
fic types of questions such as rating scales and other 
quantitative measures. 
3. The present questionnaire might be distributed to a larger 
population sample. 
4. A random rather than selected sample might be used to 
support the findings of the selective method of distribu-
tion. 
119. 
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